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TENDON TRANSPLANTATION IN CASES 
OF MUSCULOSPIRAL INJURIES NOT 
AMENABLE TO SUTURE. 

Sir Rospert Jones, K.B.E., C.B., F.R.C.S., 
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Amongst the most successful operations practiced 
during the war I would place tendon transplantation 
in cases of irreparable injuries to the musculospiral 
and posterior interosseous nerves. Indeed, we were 
able to state definitely that failures to obtain a per- 
fect functional result were due to faults of technic 
or to defective after-care. It is because I have heard 
that some of my American friends have met with 
disappointing results, that I venture to present here 
a shert note on the subject. It is clear that the opera- 
tion of tendon transplantation should never be per- 
formed except in cases where the damage to the 
nerve, or muscles supplied by the nerve, is beyond 
repair. It is necessary to emphasize this, as during 
my inspections of military centers I found quite a 
number of cases where, not only did the transplanted 
muscles act, but the nerve, which was supposed to be 
beyond hope of regeneration, also recovered. From 
the point of view of function this was not very seri- 
ous, but it was very humiliating to the surgeon and 
quite an unnecessary adventure for the patient. 

In consequence, we made it a rule in those cases 


' where we know that the nerve had been well sutured 


and the after-care adequate, and where no sign of 
regeneration had appeared, to wait for at least 
twelve months before considering the question of 
muscle transplantation. In cases where we had no 
knowledge of the operator, or the operation find- 
ings, an exploration was made without delay. The 
last somewhat drastic procedure was more than 
merely justified. I shall not deal with the indica- 
tions for resection and suture of the musculospiral— 
they are fully dealt with in the report by the com- 
mittee upon injuries of the nervous system in the 
section relating to the diagnosis and treatment of 
peripheral nerve injuries. Sufficient for my present 
purpose is a statement that in repair of the mus- 
culospiral a tendon transplantation is always to be 
preferred to any operation of neuroplasty or nerve 
transplant. In other words, unless an end-to-end 


suture can be secured a tendon transplantation is 
indicated. | 

Before dealing directly with musculospiral paraly- 
sis, a word may be said in regard to tendon trans- 
plantation in general. The object of a transplanta- 
tion is to improve and restore muscular balance. Un- 
less this is accomplished the operation is a failure. 
A transplanted tendon should not be given an im- 
possible task. However powerful it is in its normal 
site, when asked to perform its new function its 
action is at first very feeble. If given too much 
work to do it ceases to act, and rapidly wastes. It 
is therefore necessary to. give it our intelligent sym- 
pathy in order to make its effort productive. 

It is fundamental that the transplanted tendon 
should be kept in relaxation. 

It should form a straight line from origin to inser- 
tion. 

It should be neatly and securely fixed in its new 
insertion. 

It should not be expected to. act if passed through 
cicatricial tissue. 

It should not be expected to correct deformity, or 
to move a stiff joint. 

It should not be transplanted unless it has normal 
tone. 

These axioms may seem to be platitudes, but their 
observance or disregard constitutes just the differ- 
ence between success and failure. 

The reasons for the failures one has encountered 
have usually been obvious, and had the surgeon re- 
cognized the importance of first correcting deform- 
ity, of mobilizing joints, of choosing a healthy trans- 
plant and securing for it a direct and unobstructed 
route and an appropriate tension—they would not 
have occurred. 

Realization of these principles as applied to mus- 
culospiral paralysis should prevent us from operat- 
ing in the presence of ankylosis of the wrist joint in 
palmar flexion. An effort should be made to mob- 
ilize the joint and, failing that, the ankylosed wrist 
of the hand should be made mobile, and if the flexors 
should be fixed in dorsiflexion. Similarly, the joints 
of the wrist are rigid and contracted, they should 
be stretched and their adhesions broken down. Mas- 
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sage, active and passive movements, and other 
physio-therapeutic measures should be directed to 
vitalizing the muscles, and when the transplantation 
is made the wrist should be dorsiflexed and the mus- 
cles fixed in slight tension. Under excessive ten- 
sion muscle atrophies, while if the tendon is left too 
slack restoration of its function will be long delayed. 
In the beginning of the war I mentioned the mus- 
cles which in civilian days had served me best in 
relieving musculospiral disability, and the experi- 
ences gained during the war have all been confirma- 
tory of the advice then given. 

In injury of the musculospiral above the level of 
the origin of the posterior interosseous, the flexor 
carpi radialis should be inserted into the three ex- 
tensors of the thumb and to the extensor of the in- 
dex finger; the flexor carpi ulnaris into the exten- 
sors of the remaining three fingers. The pronator 
radii teres is to be transplanted into the extensor 
carpi radialis longior and brevior. In suggesting the 
use of the pronator radii teres, I was guided by my 
experiences with this transplantation in infantile 
hemiplegia, where it invariably added to the power 
of dorsiflexion without depriving the forearm of the 
power of pronation. As the radial extensors of the 
wrist are intact the pronator radii teres will, of 
course, not be interfered with in paralysis of the 
posterior interosseous alone. 

Stiles has modified the original operation by 
utilizing the palmaris longus which he inserts into 
the extensor secundi internodii pollicis, and the 
flexor carpi radialis into the ext. primi inter. pollicis 
and into the long abductor. The flexor carpi ulnaris 
he attaches to each of the extensor tendons. 

It is unnecessary to describe in detail the technic 
of the operations, but there are certain important 
points to remember. The dissection should be clean 
and the tendons very tenderly handled, otherwise 
adhesions form. When the flexors of the wrist have 
been brought to the dorsal aspect, the hand and fin- 
gers should be kept fully extended, the thumb both 
extended and abducted and retained in this position 
without variation until the operation is completed, 
and a suitable splint applied. In this way alone can 
the tendons be fixed at proper tension. To neglect 
this point is to invite failure. The hand is placed 
in a dorsiflexion splint, the wrist being kept almost 
at right angles, the metacarpo-phalangeal and the 
interphalangeal joints being only very slightly pal- 
mar-flexed in order to avoid subsequent stiffness. 
The after-treatment of the transplanted tendon re- 
quires watchful care. 


A most excellently conducted operation may be 
easily spoiled by subsequent neglect. For at least a 
fortnight the hand and fingers should be retained 
rigidly in the position of dorsiflexion, and then the 
splint should be removed daily for gentle massage 
and electric stimulation. When the hand is removed 
from the splint the angle or dorsiflexion should not 
for one moment be altered, and directly treatment 
is over it should at once be replaced in the splint. 
The interrupted galvanic current offers the best 
stimulation and may be used, but it should not be 
strong enough to act upon the opposing muscles. 
The position of dorsiflexion should be maintained 
without interruption until the return of voluntary 
power. The fingers and the thumb should remain 
extended. When power has returned to the extent 
that the patient can voluntarily lift his fingers from 
the splint, the angle of dorsiflexion can be lessened 
in stages until the splint is straight. 
transition period, active movements of dorsiflexion 
should be practiced. If dorsiflexion can be volun- 
tarily performed with the fingers and thumb ex- 
tended, the splint may be gradually discarded. Even 
then, it is advisable to apply a short dorsiflexion 
splint at night to prevent dropping of the wrist dur- 
ing sleep. In Liverpool, we use the rigid splint in 
prefererce to the various types of apparatus allow- 
ing of movement of the fingers. Stiffness will not 
arise so long as all the fingers are kept very slightly 
bent. Recovery is usually complete in from eight to 
ten weeks. 

It is well to strive for canons of perfection. In 
early days we were content with good dorsiflexion 


of the wrist and a partial extension of the fingers 


and thumb. Later, however, dissatisfaction was felt 
if the movements fell short of being complete. The 
more experienced among our surgeons expected the 
patient to be able to dorsiflex his wrist with fingers 
closed, and from that position extend his thumb and 
fingers while the wrist remained dorsiflexed. Par- 
ticular care was taken to fully restore the function 
of the thumb. 

On investigating the cause of failure I generally 
found it due to a faulty operative technic or faulty 
after-care, or often both. Careless dissection, 
rough handling of muscles, imperfect fixation of 
tendon, the arm and wrist kept in tension during 
operation, all serious initial errors, were rendered 
still more grave by the frequent removal of the 
splint while the arm was massaged with the wrist 
flexed, and then the complete removal of the splint 
before the transplanted muscles had strength to act. 
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It would indeed be a miracle if success followed such 
ruthless disregard of fundamental principles. If 
the operation is nicely performed and the surgeon 
is regardful of laws governing the education of mus- 
cles, success can be predicted. 

I can quote in full agreement the words of Harold 
Stiles : 

“Indeed it is safe to say that of all the operations 
which the war has added to the reconstructive list, 
none has given more gratifying results than the 
operation of tendon transplantation in cases of mus- 
culospiral paralysis”. 


THE SURGICAL SIGNIFICANCE OF 
VOMITING. 
R. L. Grsson, M.D., F.A.C.S., 


and 
J. W. Grpzon, B.S., M.D., 


Cuartortte, N. C. 


We are entirely aware of the danger of undertak- 
ing to stress a single symptom, however important, 
in the recognition of diseased conditions, and espec- 
ially one so commonly present as that of emesis. One 
is in great jeopardy of losing his perspective, of 
overlooking the setting, as it were, while endeavor- 
ing to force the situation to conform with his pre- 
conceived views. To admit this possibility at the 
beginning should go far towards neutralizing an 
error from this source. 

It was a wise observation of a great man, that 
many of our mistakes, professional and otherwise, 
arise from a failure to utilize knowledge already in 
our possession, rather than from ignorance, which 
is equivalent to saying that our cerebration is not 
being operated at even moderate capacity most of 
the time. The significance of vomiting as a surgical 
symptom is the universal knowledge of all compe- 
tent surgeons and medical men. When we fail to 
use it the fault is a graver one than where we can 
plead the limitations of ignorance. 

A symptom common to such a great variety of 
diseases, in most of which it is of small importance, 
from its very familiarity is prone to dull our per- 
ception when it is a decisive factor. Experience 
would seem to impress the lesson that in every case 
where vomiting is present, in greater or less degree, 
the surgeon should endeavor to explain to himself 
in a satisfactory way the cause of the emesis, and 
where that cannot be done, and this symptom as- 
sumes marked characteristics, either in the matter 
of persistence, frequency, or peculiarity of vomited 
material, the situation calls loudly fer investigation, 
and often for prompt relief. If this is done routine- 


ly there are occasions in which it has life-saving 
possibilities. 

Clinically, the etiological factors in vomiting may 
be divided into two great classes, viz., those in which 
the cause is limited to the stomach itself, and those 
associated with diseased conditions more or less re- 
mote from the stomach. The first class is not num- 
erous, being limited to peptic ulcer, cancer, and the 
various causes connected with gastric irritation from 
food, poisons, and so forth. 

The second classification contains a much larger 
and more complicated list. The stomach is prone to 
act as the signal station for a wide variety of path- 
ologic and reflex disturbances, from pregnancy to 
cerebral hemorrhage, and including the neuroses. To 
ascribe the symptom of vomiting to its proper cause, 
and to invest it with a correct degree of importance, 
in a given case, may be a matter of some difficulty. 


Since we are here considering the subject in its 
surgical aspects, time will not be consumed in even a 
superficial review of the many non-surgical causes 
of vomiting, except insofar as is necessary for pur- 
poses of differentiation. Viewed in this way it may 
be readily shown that practically all the conditions 
where vomiting is a matter of prime surgical im- 
portance have to do with morbid changes in the ab- 
dominal viscera. To arrive at a concrete estimate, 
therefore, it is often only necessary to prove to one’s 
satisfaction that this symptom is not the result of 
cerebral disease, uremia, or sundry acute general 
diseases. 

This not infrequently greatly simplifies the diag- 
nostic significance of the vomiting, but there is left 
a residue of instances, in which the question cannot 
be disposed of so easily, as may be shown in a brief 
report of the histories of a few cases which seem 
to illustrate the difficulties, as well as the importance 
of recognizing the true value of this symptom. 


Vomiting in appendicitis very seldom precedes 
the pain, but usually comes on an hour or so later, 
and as a symptom, it is not violent or persistent in 
the adult. If in an adult there is persistent and 
violent vomiting, or vomiting often repeated, it 
should be the occasion for a more thoughtful and 
painstaking consideration of the case. Ascertain 
first whether the patient has had morphia, for some 
people are very susceptible to this drug, and in them 
it may cause a considerable degree of nausea and 
vomiting. Seif your patient, in whom you have sus- 
pected appendiceal inflammation, manifests vomit- 
ing as a persistent and striking symptom, rule out 


morphia. If then the cause of the vomiting is not 
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morphia, and you are certain that the patient has 
appendicitis, and the vomiting still is frequent, re- 
current or persistent, it is a sign of very serious im- 
port for there is some complication present, either 
perforation of the appendix with peritonitis, or in- 
testinal obstruction, or, on the other hand, your pa- 
tient may not have appendicitis. As J. C. DaCosta 
has said, either there is more than an inflammation 
of the appendix, or the patient has not appendicitis. 
The one exception to this rule is acute appendicitis 
-in young children, in whom the vomiting may be of 
a very exaggerated nature, and very persistent. We 
believe that the exceptions to this rule in the adult 
are nearly all cases of mistaken diagnoses. The his- 
tory and record of a case recently seen will illustrate 
this : 


This was a man of 33 years, who was apparently 
suffering from general peritonitis. He was lying in 
bed with his knees drawn up, and moaning with pain 
in the abdomen. The pulse was 120, the tempera- 
ture 102°, the respirations were thoracic, the abdo- 
men being fixed in rigidity. The history was as fol- 
lows: In June, 1920, he was operated upon for ap- 
pendicitis by a surgeon in another city. 

It was further stated that he first began to suffer 
with cramps in the abdomen three years before, but 
they were mild then and did not cause much alarm. 
For the preceding eight months the symptoms had 
been worse, and it was for the relief of these that 
he came to the above operation. These were 
attacks of colic, which doubled him up, with the 
pain felt near the center of the abdomen. With the 
colic there was always associated vomiting, not once 
or a few times, but of a violent nature and many 
times. First there was vomited the food eaten, then 
a green bile-like watery material. These attacks 
came on irregularly, night or day, and often with 
great suddenness—sometimes he would be plowing 
in the field when an attack developed. Morphine 
was the only thing that ever gave him any relief. 
The attacks came sometimes as often as once or 
twice a week; and then again he might go a month 
or two without any at all. Each attack would last 
two or three hours, sometimes a whole day. The 
bowels had for a long time been very constipated; 
he never had any diarrhea or melena. 

It was for these symptoms that the appendix 
was removed, and it is significant to note that only 
three or four days after the operation, he had one 
of the usual attacks, and has been having them at 
intervals ever since. There was nothing else in the 
history of value, and to abbreviate, the findings at 
the second operation, and later made complete at 


autopsy, were: widespread and generalized perito- ~ 


nitis, adeno-carcinoma of the ileum, 18 inches from 
the ileo-cecal valve, occluding very largely the lumen 
of the intestine, with metastasis in the mesentery, 
and finally perforation of the ileum as result of 
ulceration in the base of the tumor. 


That this case was a mistake in diagnosis is ob- 
vious, but perhaps not dissimilar to ones that we all 
have made, and it is stated in so much detail only 
to illustrate our belief in the value of weighing and 
balancing the symptoms of disease carefully before 
reaching any conclusion as to their nature, and to lay 
emphasis here on the significance of vomiting. Had 
the violence of the vomiting arrested the surgeon’s 
attention and suspicion, perhaps the error would 
have been avoided. 

For the past five months we have followed our 
cases of appendicitis closely with respect to the 
symptom of vomiting. The occurrence of any 
vomiting at all was noted, its frequency, how soon 
after the pain, and whether or not after the taking 
of food, drugs, or cathartics. In fifty cases operat- 
ed upon during this time, there was only one in 
whom the vomiting occurred over four times during 
the attack, and that one had a widespread, general- 
ized peritonitis from a perforated appendix, and 
later died. Vomiting in appendicitis, then, when it 
assumes such prominence as to equal or overshadow 
the symptom of pain, should be a warning to the 
surgeon, calling him to pause and consider well his 
diagnosis. Commonly it is a symptom of so little 
significance in appendicitis, that unless the patient 
is specifically asked, he will probably not mention it, 
for it is usually the pain that occupies the first place 
in his mind. 

While most of what has been said is in regard to 
acute appendicitis, the same rule holds true for 
chronic appendicitis, so-called. True chronic appen- 
dicitis is possibly best called recurrent appendicitis, 
since it is one or more recurring acute attacks with 
more or less pain in the right iliac region between 
the acute attacks. Of the other type of chronic ap- 
pendicitis without history of any acute attack but 
with a miscellaneous group of reflex symptoms re- 
ferred to the stomach and intestine, the same can 
still be said of the symptom of vomiting. It is here 
also an item of great insignificance. Gaither, in a 


recent review of the cases of chronic appendicitis 


observed in the gastro-intestinal clinic of the Johns 
Hopkins Hospital, makes this statement: “Our ex- 
perience has been that these patients seldom vomit 
unless there is marked reflex hypersecretion, the 
latter being often accompanied by pylorospasm.” 
In cholelithiasis there is profound nausea, and 
usually vomiting, but in the ordinary hepatic colic, 
the intensity of the pain practically always over- 
shadows the nausea and vomiting. In some cases, 
hewever, the vomiting may be violent in type. Yet 
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it is not often that the vomiting causes the suffer- 
ing, but rather the agony of the pain. The vomiting 
in gall-stone colic is more common and a more note- 
worthy symptom than in appendicitis, but not as 
persistent as in obstruction of the intestine. Ex- 
amination of a series of gall-stone histories will show 
that a large number will not vomit at all, others will 
vomit only 1 to 4 times, a smaller number will force 
themselves to vomit for relief, and in a still smaller 
number will the vomiting be frequent and persis- 
tent. In this disease, then, vomiting is rather ir- 
regular, rarely alarming, and nearly always less 
striking than the pain which is so characteristic often 
as to make the diagnosis relatively easy. 


In gastric and duodenal ulcer vomiting occurs 
usually as a late symptom, when the ulcer has healed 
and stenosis of the stomach outlet is produced. The 
vomiting then is that of an incomplete obstruction 
of the stomach, never acute or alarming, but rather 
regular and persistent, once or twice each day, often 
at the same hour, the vomitus being large in amount 
and consisting of the food eaten from twelve to 
twenty-four hours previously. Here the vomiting 
is so significant that it alone makes the diagnosis 
self-evident, and is thus a symptom of great weight. 
In active, unhealed and uncomplicated ulcers of the 
stomach and duodenum vomiting is not conspicuous 
in the symptom group. In these cases it is the oc- 
currence of pain of extraordinary regularity and 
constant character that lends such weight to the 
diagnosis. This fact will become evident to anyone 
who will study the accurate histories of a number of 
cases of unhealed ulcers operated upon. 

To quote from Sir Berkeley Moynihan: “In all 
forms of ulceration of the stomach and duodenum 
vomiting is an inconspicuous feature, unless obstruc- 
tion has developed as the result of the cicatrization 
of the ulcer. It is no uncommon experience to hear 
a patient say ‘I never vomit,’ and for an operation 
to disclose an extensive ulcer.” “When in the record 
of any patient suffering from ‘dyspepsia’ there is a 
story of frequent vomiting, of inability of the 
stomach to tolerate the presence of any foods, of 
even fluid nourishment sparsely taken being at once 
rejected, the thought that gastric ulcer is the cause 
should be driven from one’s mind.” Nothing could 
be more convincing, coming as it does from prob- 
ably the greatest authority on ulcer of the stomach 
and duodenum, 

In carcinoma of the stomach, the vomiting is 
usually also that of pyloric obstruction. The stomach 
is dilated, the capacity greatly increased, and when 


vomiting occurs there is an enormous quantity of 
material ejected, and the vomitus shows foods eaten 
days before. When the stomach is emptied there is 
a sense of relief, and vomiting does not occur again 
until the stomach has filled up with the foods un- 
able to get through the pylorus. The only ques- 
tion in these cases is whether the obstruction is be- 
nign, as a result of a healed ulcer, or malignant, the 
result of a new growth. 

Hematemesis, we shall mention only in passing. 
It may be due to one of several conditions and usual- 
ly calls for a very careful differential diagnosis. 
The commonest cause is ulcer of the stomach and 
duodenum, also it occurs in malignant disease of 
the stomach, in cirrhosis of the liver, splenic anemia, 
cholecystitis, and appendicitis. 

In intestinal obstruction, vomiting is always the 
most conspicuous, and the most constant symptom, 
and in any condition where there is persistent and 
long-continued vomiting, intestinal obstruction must 
be carefully considered. There may be a great deal 
of variation in the type of the vomiting, depending 
on the location of the obstruction in the intestinal 
tract, but always this is the leading. sypmtom. 


One of us recalls very vividly to mind the case of 
a young woman seen in consultation on the fourth 
day of an acute attack. The chief symptoms were 
fever, swelling in the inguinal region resembling 
inguinal adenitis, the mass being red, inflamed and 
fluctuating, and last, but not least, inability to retain 
anything on the stomach. Now as it happened, the 
vomiting was the symptom that imperatively de- 
manded an explanation, for, when first seen, the 
mass in the groin could not certainly be distinguished 
from an ordinary bubo, and the history was vague; 
but the persistent emesis suggested bowel obstruc- 
tion and, viewed from this angle, the bubo-like 
swelling in the groin took on the characteristics of 
a strangulated femoral hernia in the stage of gan- 
grene with accumulation of fluid in the sac. An 
operation revealed a small loop of necrotic intestine 
surrounded by fluid in the sac of a femoral hernia. 

Stenosis of the intestine, whether benign or 
malignant, occasionally is the cause of attacks of 
nausea and frequent vomiting, and should always 
be thought of in obscure cases, especially when there 
is general, indefinite, abdominal pain. These 
symptoms are due to a temporary obstruction of the 
intestine at the point of stricture, and while they en- 
dure may cause an unusual degree of suffering. 
Finally, with the power of the increased peristalsis, 
the intestinal contents are forced by the obstruction 
and the symptoms are almost immediately relieved. 
If the cause of the stenosis is malignant, its degree 


progresses as time goes on, the attacks become more 
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and more frequent as the lumen of the intestine is 
further narrowed, until finally complete obstruction 
is the result. 

In acute hemorrhagic pancreatitis, vomiting is a 
conspicuous and often a persistent symptom. Te. 
quote again from Moynihan, “vomiting is an early 
symptom, is frequently repeated, and may last for 
days or weeks if the patient survive so long. The 
food that has been taken is the first to be rejected, 
afterwards all the vomited matters are deeply stain- 
ed with bile, and pure bile to all appearances may be 
brought up in large quantities. This has suggested 
in several cases high obstruction of the jejunum.” 
In a recent case of this disease operated upon, while 
the vomiting was persistent, it was not so prominent 
as to suggest the possibility of obstruction. 

In renal colic vomiting is not infrequently pres- 
ent, though not until very lately have we seen it 
dominate the scene, obscure all other symptoms, and 
strongly suggest intestinal obstruction. 


This case was a healthy-looking boy of 16 years, 
whose symptoms had begun four weeks before the 
first admission to the hospital. The symptoms were 
sudden in onset, with nausea and vomiting and in- 
ability to keep anything on the stomach, and slight, 
vague, indefinite pain in the abdomen which he could 
never localize. At this time all examinations, includ- 
ing roentgenography of the gastro-intestinal and 
urinary tracts, and analysis of the urine were nega- 
tive, and he was allowed to: go home because it was 
impossible to say where the trouble was. In about 
two weeks he returned, having had several of the 
same attacks during the interval. The vomiting 
had been most severe and frequent, and the vomitus 
had consisted of a bile-like fluid. The attacks would 
last from two to four days, during which time the 
patient remained very ill. This time everything was 
set for a laparotomy, the opinion being that there 
must be a kink or band somewhere which produced 
a temporary obstruction. However, we were checked 
in this procedure by the finding of microscopic blood 
in the urine on two separate occasions, though all 
previous urinary reports had not shown either white 
or red cells. This very naturally threw a new light 
on the case, convinced as we are that red blood cells 
in the urine, however small their number and even 
in the absence of numbers of pus cells, are always 
significant of a lesion somewhere in the urinary 
tract. Consequently, a pyelographic study was 
made and revealed a moderate hydronephrosis on the 
right side, and with this aid second s-ray plates 
showed a very indistinct shadow of a stone in the 
distal end of the right ureter causing obstruction. 
It is worthy of note that only after very careful 
“-raying was this stone demonstrable. After this 
we allowed the patient to go home for a week-end 
before beginning any form of treatment. While 
- there, he was taken with one of the usual attacks of 
nausea and vomiting, and two days later was brought 


back te the hospital in a very bad condition. He was 
vomiting every little while, and immediately, every- 
thing taken by mouth. The pulse was small and 
soft, the tongue was dry and parched, and the pa- 
tient seemed weak and toxic from the loss and lack 
of fluids. Even at this time, the family physician 
was most inclined to believe the case one of obstruc- 
tion of the bowel. Solutions by rectum and intra- 
venously were neces.ary to restore the patient, and 
then it was a very gradual process. Dilatation of 
the ureter and passage of the stone has so far re- 
lieved all recurrence of the symptoms. Undquestion- 
ably obstruction of the ureter and the production of 
a hydronephrosis was the cause of the symptoms. In 
spite of this, there was never any tenderness over 
the right kidney region, the kidney was not palpable, 
and there were no bladder symptoms. There was 
nothing to point to the urinary tract except the 
microscopic blood in the urine. 

Vomiting may occur in almost any type of cere- 
bral disease, most notable of which is tumor, tabes 
dorsalis and cerebro-spinal lues. In tumors of the 
brain the vomiting is said to occur without nausea, 
with a clean tongue, and to be projectile. Eye- 
ground studies, examination of the reflexes and of 
the spinal fluid are all of profit in reaching a diag- 
nosis in any case of obscure attacks of violent 
vomiting. 

There are cases of hysterical vomiting that may 
assume such a degree of gravity as to add to our 
complexities,—but there are often other nervous 
features that materially aid us in recognizing these 
cases. 

In a person beyond middle age, or in a younger 
person who is krown to have nephritis, an attack of 
persistent nausea and vomiting so severe as to ren- 
der that person ill must surely suggest the possi- 
bility of uremia as the etiological factor. Osler 
says “the gastro-intestinal manifestations of uremia 
often set in with abruptness. Uncontrollable vomit- 
ing may come on and its cause be quite unrecogniz- 
able. The attacks may be preceded by nausea, and 
may be associated with diarrhea.” 


A man of sixty-five years was seen in consulta- 
tion. This man had had an inguinal hernia for a 
number of years, and the day before he was seen, it 
had become caught and could not be reduced as for- 
merly. After some manipulation, however, his 
physician succeeded. A short while after this the 
patient began to suffer with nausea and vomiting, 
and it was then a question whether or not he had in- 
testinal obstruction, as result of a twisting of the 
bowel in the reduction of the hernia. Observing that 
the kidney output was much reduced, and that there 
were many casts in the urine, and examination of 
the blood showing a urea retention of 75, in con- 
nection with other features of the case, led us to the 
conclusion that this was a case of uremia. Conse- 
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quently he was treated medically, got over the at- 
tack and left the hospital. The blood pressure, con- 
tents of the urine, condition of the entire cardio- 
vascular system, and the retention of urea and nitro- 
gen bodies in the blood above the normal limit, all 
are of value in the consideration of the significance 
of nausea and vomiting in an elderly person. 


In conclusion, vomiting is a symptom of a great 
variety of surgical diseases and as such it is worthy 
always of a careful explanation, a detailed weighing 
and balancing with the other symptoms of the case, 
and after this there can be no doubt that it will aid 
us very distinctly in arriving at an accurate diagnosis. 


TRAUMATIC RUPTURE OF THE SPLEEN. 
REPORT OF A CASE.* 


Guy P. Gricssy, M.D., F.A.C.S., 


Ky. 


Traumatic rupture of the spleen probably occurs 
oftener than is generaly believed, and doubtless 
many fatalities have ensued from this cause where 
operations were refused. Extensive splenic dam- 
age sometimes results from slight trauma and with- 
out external evidence of internal injury, as was true 
in the case to be herein recorded. Unfortunately, 
pre-operative diagnosis of splenic rupture is fraught 
with difficulty, the symptoms usually being similar 
co those noted in other traumatic lesions of abdo- 
minal viscera. Where there is a history of trauma 
involving the left hypochondrium, especially with 
the slightest indications of internal injury, the sur- 
geon should suspect rupture of the spleen, and I be- 
lieve it is his duty to advise immediate exploration. 
It must be remembered, however, that the severity 
of early symptoms is no index to the extent of 
splenic damage; for obvious reasons even the signs 
of internal hemorrhage may be delayed for several 
hours. Increasing abdominal pain, tenderness over 
the left costo-vertebral angle without hematuria, a 
definite increase in the leucocyte count, an increas- 
ing area of dullness in the left flank, persistent 
shoulder pain without joint injury, are among the 
important early diagnostic points. Rarely are 
nausea and vomiting noted as early manifestations. 
In the majority of instances all indicative signs are 
delayed for several hours. 

In the differential diagnosis the following must 
be considered: perforated gastric or duodenal ulcer, 
rupture of the kidney, hemothorax, mesenteric em- 
bolus, etc. Connor emphasizes several prominent 


*Some of the details of this case were reported and the 
patient exhibited at a meeting of the Jefferson County, Ky., 
Medical Society in March, 1921, and will eventually appear 
in the transactions of that organization. 


diagnostic signs of splenic rupture: (1) the his- 
tory of left-sided trauma; (2) a definite interval be- 
tween the infliction of the trauma and the patient’s 
realization of serious injury; (3) pain in the left 
chest and shoulder; (4) difficulty in breathing; (5) 
signs of internal hemorrhage, i. e., cold white skin, 
soft, rapid pulse, subnormal temperature during the 
first six hours; (6) abdominal rigidity; (7) an in- 
creasing area of dullness in the left upper quadrant 
and flank. 

Surgical experience and observation have taught 
us that the prognosis in traumatic rupture of either 
hollow or solid abdominal viscera depends almost en- 
tirely upon the time that elapses between infliction 
of the injury and the operation. Medical treatment 
in such instances merely represents a delusion and a 
snare excepting insofar as it relates to sustaining 
and improving the vital resistance of the individual. 


H. K., a male, aged 36, wood carver, was ad- 
mitted to the Jewish Hospital (Louisville, Ky.), 
May 2, 1920, fourteen hours after having been 
kicked in the abdomen by a horse. He received two 
blows, one on the upper portion of the abdomen, 
the other involving the left lower quadrant. While 
there was some abdominal pain shortly after the in- 
jury, the man did not realize that he was seriously 
hurt until several hours later. The accident oc- 
curred at eleven o’clock in the morning, and at five 
in the afternoon pain became so intense that he called 
the family physician. In the meantime the patient 
had two alviné evacuations and thought he passed 
considerable blood or blood-tinged fluid each time. 
The physician immediately recognized that the pa- 
tient was in a desperate condition and hurried him 
to the hospital, where I saw him shortly thereafter. 
I found him sitting up in bed and it was apparent 
that he was in great distress and deep shock. 


Examination: Pulse 112, temperature 96.4° F. 
The abdomen gave no evidence of external injury, 
but seemed to be distended with fluid. Pain could 
be elicited only over the left iliac region. Any at- 
tempt to induce the patient to assume the recumbent 
posture met with frantic resistance, as he said it 
caused intense pain in both shoulders, particularly 
in the right. Rectal examination disclosed no free 
blood. 

In view of the history, the eliciting of pain in the 
left iliac region, and the fact that the patient had 
passed blood by the rectum, we suspected injury of 
the descending colon; at any rate, there was no ques- 
tion that immediate celiotomy was indicated, and he 
was taken to the operating room without further 
delay. It was necessary to administer the anes- 
thetic with the man in a sitting position on the oper- 
ating table, as he could not be induced to recline on 
account of the increased pain. 


A median incision was made below the umbilicus. 
Immediately upon opening the peritoneum there es- 
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caped half a gallon of fluid blood; but as there was 
neither evidence of feces nor odor we concluded 
there was no intestinal injury. During the space of 
a few seconds the hemorrhage was so terrific and 
persistent that I realized it must originate in either 
the liver or the spleen, and the incision was immedi- 
ately extended to the ensiform cartilage. The patient 
was completely and quickly eviscerated which en- 
abled us to determine the source of the hemorrhage. 
The lower end of the spleen seemed to have been 
entirely “blown out” and a terrific hemorrhage was 
occurring therefrom. The patient’s condition at 
this juncture was most grave and we thought he 
would die on the table. Fortunately, I was able 
with my left hand to grasp the pedicle of the spleen 
and by firm pressure control the hemorrhage. Fur- 
ther investigation showed that the spleen had been 
split into three portions, the ruptures extending into 
the pedicle. The organ was three or four times its 
normal size and rather densely adherent to. the parie- 
tal peritoneum from which considerable effort was 
required to free it. The spleen was then delivered 
through the incision, the pedicle clamped with for- 
ceps, and the organ removed. The pedicle was 
ligated with chromicized catcut, and after being cer- 
tain that all hemorrhage had been controlled, was al- 
lowed to recede into the abdominal cavity. The vis- 
cera were then replaced and the wound hastily closed 
without drainage. 

The patient’s condition at the close of the opera- 
tion was exceedingly critical. He was given a saline 
transfusion, which to some degree restored the 
pulse. The following morning a suitable donor 
was found and transfusion of 600 cc. of unmodified 
blood was made. Unquestionably this turned the 
tide in our favor, as there was marked improvement 
in his condition following the transfusion. Conva- 
lescence was uneventful, except for a small stitch 
abscess. The patient was dismissed from the hos- 
pital in good condition on the twentieth day after 
operation. Three blood examinations were made 
while he was in the hospital and practically normal 
findings reported. 

I did not see the patient after he left the hospital 
until March 21, 1921. He then said he had enjoyed 
perfect health since the operation, that he had been 
working regularly, and had gained twelve pounds in 
weight. Except for an occasional pain in the shoul- 
der he has had no discomfort. His appearance in- 
dicated that he had an abundance of blood. 

An interesting point in this case, which has been 
noted by other observers, is that while splenic in- 
jury may be serious, rarely are grave symptoms 
noted at first. The symptoms appear gradually and, 
within a few hours after injury, become pronounced, 
just as happened in this instance. Persistent shoul- 
der pain is not always a prominent manifestation of 
splenic injury, but was present in this case and has 
been mentioned by other surgeons. 

It is said (Miller) that as early as 1500 spleens 


were removed from animals without detriment to 
their general health; that Aristotle (according to 
Krumbhaar) suspected the spleen was not essential 
to human life. In 1549 Zaccarelli extirpated the 
spleen from an individual with satisfactory outcome. 
The earliest splenectomy in this country is said to 
have been performed by Browne, in 1814, the pa- 
tient remaining in good health after the operation. 
In 1866, Quittenlaum, Spence, and Wells removed 
spleens not only in cases of injury, but also from 
individuals suffering with constitutional disturb- 
ances and splenomegaly. “The revolutionary -period 
of splenic surgery, however, must be considered from 
1894, when Banti described the disease which bears 
his name.” (Milter). 

So far as can be ascertained by search of avail- 
able literature there have been recorded about 300 
cases of traumatic rupture of the spleen which were 
treated surgically. In 1909 Brogsitter, as quoted by 
Willis, reviewed the literature of traumatic rupture 
of the spleen, and collected 203 cases treated by sur- 
gical means. This number may be divided into two 
series, the first including the cases summarized by 
Berger, in 1907, comprising a total of 168, and the 
second including the cases reviewed by Brogsitter, a 
total of 35. In the first series splenectomy was per- 
formed in 135 instances, with a mortality of 38.7%. 
Barnes, in 1914, reviewed the literature since Brog- 
sitter’s paper and found record of 30 cases of rup- 
ture of the normal spleen occurring between 1909 
and 1914, his own case making a total of 31. Since 
Barnes’ contribution, says Willis, there have oc- 
curred or were omitted from his summary 53 cases, 
to which the author (Willis) adds 4, thus making 
the total 57. Splenectomy was performed on 55 pa- 
tients with a mortality of 28.88%. 

A review by Henderson of operations at the Bos- 
ton City Hospital since 1914 shows Io cases of rup- 
tured spleen, 8 of which were traumatic and 2 spon- 
taneous (typhoid fever). Of these ten patients 
4 survived the operation of splenectomy. Only once 
was the diagnosis of ruptured spleen made before 
operation, and that was in one of the typhoid cases. 
With the exception of one, the pulse on admission 
ranged from 120 to 160, and in all (exclusive of the 
typhoid cases) the temperatures were subnormal. 
Only one of the patients who recovered was trans- 
fused with whole blood; the other three had intra- 
venous infusions of saline solution. Seven of the 
ten showed no external injury suggesting splenic 
trauma; two of the remaining three had fracture of 
ribs over the spleen; the other had only lower chest 
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tenderness. he author emphasizes the fact that im- 
mediate operation is essential. 

Willis’ 4 patients were males and each had re- 
ceived a blow over the splenic region. There was no 
exter:.al evidence of internal injury. Secondary 
anemia, leucocytosis, rigidity and tenderness were 
noted. All four patients were subjected to splenec- 
tomy. Three had agonizing pain in the left shoul- 
der which was relieved by the operation. In two, 
marked leucocytosis persisted several weeks after 
splenectomy. Three of the patients recovered. The 
other, who died eight days after operation, showed 
a continuous reduction in hemoglobin and number of 
leucocytes. In two cases direct transfusion seemed 
beneficial. 

Lefevre’s patient had sharp pain in the left thor- 
acic regio? shortly after a fall and was assisted to 
the hospital. Examination showed pulse only slight- 
ly weakered, abdomen relaxed except beneath left 
costal bord<r where there was some resistance. Pain 
co~tinued, became progressively more intense, and 
later abdominal rigidity was noted. Diagnosis: in- 
traperitoneal hemorrhage, probably due to rupture 
of spleen. At operation the abdominal cavity was 
fourd filled with blood. The spleen was easily ex- 
posed and found separated into two parts by rup- 
ture perpendicular to its major axis. The pedicle 
was ligated and the organ removed. The post-opera- 
tive course was uneventful. The author believes 
rupture occurred in two stages, i. e., there was first 
a parenchymal rupture with intrasplenic hemorrhage 
and formation of a subcapsular hematoma, then up- 
01 exertion capsular rupture and peritoneal inunda- 
tion. 

Connor reports 3 cases of splenic trauma. One 
patient died before an operation could be performed, 
but the other two recovered following splenectomy. 
No further details in the abstract from which these 
data were obtained. 

CONCLUSIONS. 

(1) The spleen is the most mysterious of all 
the ductless glands; its function and consequent 
value to the human organism have not been definite- 
ly established. 

(2) Traumatic rupture of the spleen occurs with 
greater frequency than generally supposed; many 
fatalities in unoperated cases are doubtless correctly 
attributable thereto. 

(3) The causative trauma may have been so 
slight as to produce ro external evidence suggesting 
interral injury: yet the spleen may have been exten- 
sively damaged. 


(4) The primary symptoms of splenic rupture 
may not be indicative of serious internal damage; 
the signs are usually delayed for several hours and 
then they progressively increase in severity. 

(5) The pre-operative diagnosis of traumatic 
rupture of the spleen cannot always be perfected; 
but following the infliction of trauma in this region 
the surgeon should consider the possibility of splenic 
damage especially where there is delay in develop- 
ment of symptoms. 

(6) The treatment of ruptured spleen is dis- 
tinctly and essentially surgical; medical manage- 
ment repre-ents a delusion except insofar as it re- 
lates to the maintenance of physical resistance. 

(7) To an experienced surgeon the technic of 
splenectomy is not so difficult as was formerly 
taught; the operation should be undertaken without 
hesitation when demanded by the conditions present ; 
and the same rule holds true as applicable to trauma- 
tic lesions of other abdominal viscera, i. e., “the 
earlier surgery is applied the greater the chance of a 
favorable outcome.” 

(8) The prognesis in ruptured spleen depends 
almost entirely upon the time intervening between 
infliction of the trauma and the institution of sur- 
gical treatment; fatality usually follows late opera- 
tion after vital resistance has been greatly reduced 
by co~tinued hemorrhage. 

(9) Finally, the only hope of reducing. the pre- 
vailing high mortality from splenectomy for trau- 
matic rupture lies in earlier surgical treatment ; there 
seems ro legitimate reacon why the immediate mor- 
tality from splenectomy should be greater than that 
following operations upon other abdominal viscera; 
the remote mortality cannot be even approximately 
estimated upon present knowledge. 


REFERENCES. 


Connor: Cited in International Abstract of Surgery, 
October, 1920. 
Henderson: Cited in Journal of the A. M. A, December 
II, 10920, 
Lefevre: Cited in International Abstract of Surgery, 
March, 1918. 
Miller: New York Medical Journal, September 4, 1920. 
Mourdas: International Clinics, April, 1920. 
Smith: Cited in International Abstract of Surgery, De- 
cembher, 1917. 
Willis: Surgery, Gynecology and Obstetrics, July, 1919. 


ANNOUNCEMENT: Proctotocy Issue. 


The next number cf the JouRNAL will be a special 
issue devoted to proctology. It will contain the 
papers read at the 22nd annual meeting of the 
American Proctologic Society in Boston, June 3-6, 
192T. 


| 

to 
ial 
he 
to 
on. 
ed 
om 
od 
re 
by 
ire a 
the 
er- 
0g- 
nce 
pa- 

Os- 
up- 
on- 
nce 
ore 
x 
ion 
nal. 
ns- 
tra- 
the | 
nic 
of 
1est 


342 AMERICAN 
JouRNAL OF SURGERY. 


DeCourcY—T HYROIDECTOMIES. 


Novemser, 1921. 


RESULTS FOLLOWING 245 THYRCIDEC- 
TOMIES. 
JoserH L. DeCourcy, M.D. 


CINCINNATI, O. 


The following discussion and ‘conclusions are 
based upon 245 thyroidectomies out of 542 goiter 
cases examined at our clinic from March 1, 1916, 
to March 1, 1921. Of the 245 cases operated upon, 
216 had been treated before operation. Eighty-four 


16 had received injections directly into the gland, 
while the remaining 116 had received medical treat- 
ment internally, a large number also using local 
applications of iodine preparations on the goiter 
itself. Of the series, 38 were given x-ray expos- 
ures under our own supervision, Most of these 
cases were of the exophthalmic type with little or 
no enlargement of the thyroid gland itself. In near- 
ly all of these cases the pulse became slower after 


Fig. 1. Wheal injection of 1-10% cocain solution. 

3 to 5 exposures, but invariably returned to its ab- 
normal beat within six months following, with the 
general symptoms more marked than before. Of 
the cases that did not go to operation, 103 were of 
adolescent goiter; of these 25 were given thyroid 
extract only, 25 were given a combination of extract 
thyroid gr. 1%, extract hypophysis gr. %, and 
corpus luteum gr. 2, while 53 were given the above 
combination with occasional courses of syrup of 
hydriodic acid or sodium iodid. Eighteen of the 
cases receiving thyroid extract only have now been 
under observation for four years or over; 16 may 
be considered cured while two have grown pro- 
gressively worse and nodular, giving evidence of 
adenomatous changes. In no case of the adoles- 
cent type, however, was the reduction in the size 
of the enlargement striking; those that gradually 
went on to normal reduction seemed to do so in 
spite of treatment, while those that continued to 


had received five or more exposures to the x-ray; 


grow large also did so in spite of treatment. The 
colloid type of goiter was readily reduced in size 
with the above combination but in most instances 
the reduction was only temporary. Hypertrophies 
occurring following bilateral thyroidectomies, how- 
ever, were permanently reduced with thyroid ex- 
tract. 

Of the 245 cases that went to operation 80 were 


Fig. 2. Skin incision, usually made over the most promi- 
nent portion of the goiter. 
of the exophthalmic type, 72 of which were ligated 
before thyroidectomy; 136 were adenomuatous, 
while 28 were colloid, cystic or fibrous hypertro- 
phies. ‘Only ore case showed evidence of carcino- 
ma when studied microscopically. Of the 245 thy- 
roidectomies there were two deaths following bilat- 


Fig. 3. Retraction of flaps. 


eral lobectomy, one death following unilateral Jobec- 
tomy, and one death following simple sirgle liga- 
tion. No cases of this series were refused operation 
because of advancement. Of the 165 cases that 
were not considered of the exophthalmic type there 
were no deaths and all cases were discharged as 
cured within four months following operation. The 
most gratifyirg cases were the return to normal of 
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the extreme toxic adenomata following bilateral 
resection. Of the 80 exophtkalmic cases there was 
a gradual improvement immediately following oper- 
ation. A post-operative regime of treatment, espec- 
jally excluding work or worry that was inducive to 
fatigue, was insisted upon, and although the period 
following a number of these operations is short, yet 
many are now in their fifth year and from the re- 
turn of our follow-up circulars, a copy of which is 


Fig. 4. Midline incision extending through the surgical 
capsule of the gland. 


presented, we have estimated an improvement con- 
sistent with a normal endurance in 90% of cases. 
In our department of internal medicine 32 cases of 
exophthalmic goiter treated over a period of four 
years show only 20% of similar cures. 


7 


Fig. 5. Freeing the gland from overlying structures. 
The etiology of goiter is in the foreground of 
surgical discussion at present and very valuable 


work is being brought forth. In taking the histo- 
ties and examining a large number of goiter patients 
it has been impressed upon me that “fatigue” plays 
an indisputable rdle in the causation of goiter. In 
almost every instance the patient with a goiter has 
undergone a stress in life which has carried her 


beyond her normal “zone” of endurance, whether 
this stress be mental or physical. For instance, we 
see goiter commonly in the lower class of farmers, 
women who have raised large families on meager 
incomes, teachers and students, especially teachers 
who are Sisters of the various religious orders, who 
together with their work have little or no recrea- 
tion. Frequently we see nurses in training suddenly 
develop exophthalmic gciter. 


Fig. 6. Clamps applied to muscles and capsule, and divis- 
ion between. 


The preponderance of goiter in women can be 
accounted for by a lower point of rormal endur- 
ance than that found in men. It is a well known 
fact also that many men developed goiters when 
sudde:ly thrown under the stress of army life. 


Fig. 7. Finger elevation of the gland (exophthalmic 
goiter). 

Just how fatigue affects the thyroid it is hard to 
conjecture—whether through an acidosis, or through 
a gradually increased call upon the thyroid secre- 
tion. I believe that a similar condition exists in 
the prostate gland that develops an adenoma, pos- 
sibly from overuse. The most logical way of ac- 
counting for the formation of an adenoma is a com- 
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pensatory increase in cells in order to make up an 
existing deficiency. 

Every person has a normal zone of endurance 
which is individualistic in its characteristics. This 


zone may be decreased or increased by various ex- 
ternal and internal conditions: externally, by our 
mode of living, excesses, abuse, atmospheric con- 
ditions, hygienic conditions, mental strain, etc.; 


4 ‘ 


Fig. 8. Hemostat applied to inferior thyroid artery after 
the gland is elevated. Artery is being severed above the 
hemostat. 


internally, by gradual toxemia from the intestinal 
canal, fevers, etc. The zone may be decreased or 
increased only by changes gradually induced, and 
has a limit. An example may be the athlete who 


Fig. 9. Left lobe and isthmus excised. Beginning excis- © 


ion of right lobe. 


must train slowly if his endurance is to be increased. 
The glands of internal secretion act normally within 
the “zone of endurance”. Let this zone be exceed- 
ed or fall below the normal limit, however, and one 
of several changes must take place. If the zone has 
been exceeded suddenly then the glands, whichever 
they may be, are activated to sudden hypersecretion, 
and if this gland be the thyroid then hyperthyroid- 


ism suddenly develops. We see this in the sudden 
advent of exophthalmic goiter in persons placed 
under an abnormal strain. I recall a case of a clerk 
who, desiring an outdoor position, began driving an 
ice-cream route wagon, which demands heavy lifting 
and which pays the driver by the percentage of sale 
in order to encourage abnormal energy. This man, 
after two weeks’ work, suddenly developed an 


Fig. 10. Operative field following bilateral resection, 


showing exposure of the trachea. 

exophthalmic goiter, which disappeared after his 
return to his former occupation. If, on the other 
hand, the zone has been exceeded gradually, then the 
changes in the gland are apt to be by a gradual 


Fig. 11. Muscle clamps brought together ready for suture. 


increase of cellular elements and an adenoma de- 
velops. This is undoubtedly the most common tumor 
of the thyroid and is seen in persons whose zone of 
endurance has been gradually exceeded or dimin- 
ished by either physical or mental fatigue, or both. 

Once a pathologic condition develops in the thy- 
roid gland there is a possibility of the tendency 
thereto being transferred from mother or father to 
daughter or son. That certain atmospheric, climatic 
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and material differences are more inducive to fa- 
tigue than others would possibly account for the 
geographic distribution of goiter. I do not know 
the i-cidence of goiter in the negro but I believe it 
to be comparatively small, pessibly because of the 
indelent disposition so common among them. 

The controversy over the various forms of medi- 


Fig. 12. Skin clips applied. They are removed on the 
third day following operation. 


cal and surgical treatment may be discussed as fol- 
lows : 

In the simple forms of goiter of the adolescent 
period, iodine and thyroid medication seems to be 


_ Fig. 13. The patient as seen immediately following opera- 
tion. 


the logical treatment, because the iodine content of 
the thyroid is diminished in this type of hypertrephy 
and because the enlargement of the gland seems to 
be a reaction on the part of nature to make up the 
iodine deficiency that is present. In persistent 


goiters, however, one must be careful in the use of 


iodine because it will frequently induce a degener- 

ative process and toxic symptoms may develop. 
Surgical interference is unquestionably indicated 

when there is a tumor formation, such as adenoma, 


or when degenerative changes are in progress, as 
evidenced by toxic symptoms. Rest with starvation, 
and possibly symptomatic medication, may lessen the 
activity of the abnormal thyroid, but I believe that 
the thyroid gland becomes a focus of infection, so 
to speak, as soon as it becomes pathological. In 
other words, in a patient suffering from thyrotoxi- 
cosis, the toxemia is coming from the abnermal 
thyroid azd in exophthalmic goiter hypersecretion 
is also coming from the thyroid, therefore to effect 
a cure the thyroid activity must be lessened and the 
pathologic condition must be removed. 

A post-operative regime, keeping the patient well 
“zone of endurance” and insisting upon 
a certain amcunt of relaxation and recreation, is 
requisite to successful surgical results. 


within his 


FOLLOW-UP QUESTIONNAIRE OF THE 
DeCourcy CLINIC 


Cincinnati, O. 
Dept. of Surgery—Dr. Joseph L. DeCourcy 
We are enclosing the following list of symptoms in order 
to determine your condition following your operation. 
An answer to the following questions at your earliest 
convenience will be greatly appreciated. 


. Nervousness? Answer 
. Enlargement of neck? 

Tremor of hand? 

Rapid heart beat? 
Weakness? Answer 
. Difficulty in getting to sleep? Answer ......... teas 
. Throbbing headaches? Answer .... 
Loss of weight? Answer ........ 
. Change of voice? Answer 
. Prominence or tiring of eyes? Answer 
12. Excessive sweating? Answer ......... 


Answer 
Answer 


eee 


Oo 


PALPATION OF THE URETER 

Contrary to the general method advised, which is 
that palpation be made for the ureter in the anterior 
vaginal fornix, I suggest beginning at the lateral 
vaginal fornix, using the left index finger for the left 
ureter and the right index finger for the right ureter. 
The normal ureter presents itself as a slender cord, 
with its convexity outward and forward, and with a 
restricted mobility, due to its anatomical relationship 
with: the peritoneum and side of the pelvis. It is 
smaller than a goose quill, feeling about the size of an 
ordinary leather shoestring. It is best palpated by 
sweeping the finger above the point of its location and 
then slightly bending the ends of the fingers, as one 
might in picking the strings of a guitar, sweeping 
them down over the ureter, straightening the finger 
out and going back and bending it again before going 
down, always getting the feel of the ureter from above 
dowiuward, and not from below upward.—A. M. 
Jupp in the New York Medical Journal: 
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FOCAL INFECTION, WITH ESPECIAL 
REFERENCE TO THE TONSIL. 
J. H. Hester, M.D., 


LouIsviLte, Ky. 


The subject of focal infection, being almost un- 
limited in its scope, will necessarily cause me to con- 
fine my remarks principally to my own field of prac- 
tice. The time has passed when the physician can 
say to his patient that he has rheumatism, neuralgia, 
nervousness, neurasthenia, anemia, or apply any 
other obsolete term to designate supposed existing 
disease, and escape criticism; the average patient 
nowadays will demand something more definite and 
tangible. 

The two factors that have been of the greatest as- 
sistance in solution of the problem of focal infection 
are: First, co-operation between the general prac- 
titioner, the internist, the surgeon, the neurologist 
and other specialists in medicine,—and last, but by 
no means least, the dentist. Second, a systematic 
and thorough examination and complete record of the 
history of every patient who applies for examina- 
tion and treatment. In this way it has been possible 
to avoid many mistakes. 

The greatest handicaps that surround the general 
practitioner of medicine are: First, lack of time 
and equipment to make the necessary investigations. 
Second, some patients are physically and financially 
unable to travel ta the city where thorough examina- 
tio-s can be made. (And just here I would like to 
predict that in the near future city physicians will 
accept these patients and give them thorough and 
systematic examinations, and whatever amounts they 
are able to pay will be prorated among those making 
such investigations. ) 

It is recognized that the sites of chronic infection 
about the body are many, and include the tonsils, 
teeth, sinuses, prostate, gall-bladder,—to name only 
a few of the most common. It is also a matter of 
general observation that many people have infection 
at one or more of such sites for months or years 
without suffering from metastatic lesions in joints, 
eyes, or elsewhere, so far as may be determined 
upon clinical investigation. They may be entirely 
igrorant of the presence of infection in the body. 

The chief factors that determine whether infec- 
tien shall remain confined to its local site, or whether 
it shall extend into adjacent or distant parts of the 
body, may be grouped under three headings: (1) 
the virulence of the invading organism; (2) the 
nature and extent of the infected tissue, and (3) the 
resistance of the patient. 


Bacteria and other disease-producing agencies vary 
widely in their ability to invade and produce changes 
in animal tissues, and this variability of acton de. 
pends upon a number of conditions, among which 
are: the presence or absence of available food sup- 
ply, suitable oxygen tension, and the degree of pro- 
tection offered the bacteria against the fluids and cells 
of the host. 

One species of animal may be naturally resistant 
or immune to infection by certain organisms, where- 
as another species may be extremely susceptible, 
Different individuals of a species may differ widely 
in their susceptibility to a given infection, and this 
difference in individuals is frequently observable in 
man. 

We commonly think of a virulent organism as 
one which, like the streptococcus in erysipelas or 
cellulitis, is able to invade the tissues rapidly with 
resulting edema, pain and a stormy illness. This 
conception, while correct so far as it goes, is incom- 
plete and should not divert attention from infections 
that proceed more slowly, often unnoticed for a 
time, but in which the progress of invasion of the 
host by the bacterium is no less sure. Infection of 
the latter type is illustrated by some of the common 
forms of tuberculosis. The chronic types of meta- 
static disease of joints and eyes arising from infec- 
tions about the tonsils and other localized areas 
throughout the body, in their chronicity and in the 
relative absence of symptoms of systemic disease, 
resemble the latter more than the former group, al- 
though all degrees of acuteness of both primary and 
secondary lesions may be found. The process of 
invasion consists, however, of a series of short steps 
rather than one continuous process. 


The tonsils constitute the most vulnerable portion 
of the upper respiratory and digestive passages. 
Owirg to the anatomical structure of the tonsillar 
crypts, mocroorganisms readily lodge therein wher 
they may grow and multiply. The mucous membrane 
lining the crypts is frequently damaged, and oppot- 
tunity is thus affarded for the penetration of bat 
teria into the substance of the gland and thence into 
other parts of the body. Infections of the tonsil 
are frequently produced by streptococci and othe! 
forms of cocci, by the organisms of Vincent, and 
by the diphtheria bacilli. The tonsils may also b 
the portals of entry for tuberculosis, syphilis a’ 
other diseases. Foci of infection in the tonsils ma 
be the source of acute or chronic sepsis; and tht 
intimate relationship between tonsillar disease on thé 
one hand, and arthritis, endocarditis and nephrifh 
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on the other, has been repeatedly emphasized in re- 
cent years. Removal of the tonsils from such pa- 
tients may check a low grade sepsis, or it may guard 
the individual against future bacterial invasions from 
this source. 

The tonsil serves as the port of entry of patho- 
genic organisms and has an enormous influence in 
spreadii.g infection to distant organs through . the 
chain of lymphatics with which it is intimately con- 
nected, aad through the blood stream. The normal 
tonsil harbors disea.e-producing microorganisms at 
all times ; the diseased tonsil is a greater menace, for 
in its crypts are conditions that invite local prolifera- 
tion and consecutive constitutional infection. 

Tonsils in which there are no apparent changes 
have been proved experimentally and clinically to 
hold the organisms of cerebrospinal meningitis, 
pneumonia, “rheumatism”, endocarditis, poliomye- 
litis, and many other disease-producing agents. 

Further, it may be contended with considerable 
certainty that many chronic diseases, the causes of 
which have not been understood in the past, are 
being favorably irfluenced by the enucleation of 
both large and small tonsils. Among these diseases 
are the various forms of so-called chronic rheuma- 
tism and rheumatoid arthritis, pyemia, sepsis, neph- 
ritis, Hodgkins’ disease, and pernicious anemia. 

In addition to focal infection of the tonsil and 
adenoids, the accessory sinuses, viz., the frontal, 
ethmoidal, maxillary, sphenoidal, and the mastoid, 
mut be considered. Chronic infection of any of 
these sinuses may cause almost every systemic dis- 
turbance that could be produced by an infected ton- 
sil, and frequently the diagnosis is more difficult as 
the infection may be accompanied by little or no pain. 
If, however, pain occurs, it is more severe in the 
morning. This refers to chronic cases, as we all 
know acute cases give rise to quite severe pain. I 
am sorry space will not permit me to say more on the 
sinus question, but it is a big subject of itself. 

The fact has been well established that the teeth 
and gums are just as important as foci of infection 
in those beyond middle life as are the tonsils, sinuses, 
ets. There are many physicians today who think 
the profession is entirely too radical in its enthus- 
iasm in claiming that many hitherto inexplicable 
conditions arise from apical disease of the teeth 
and disease of the peridental tissue, particularly the 
gums. I believe it was Rosenow who first demon- 
strated the importance of the streptococcus viridans 
in various systemic conditions. Since then the pro- 
fes‘ion has been ridiculed and doubtless criticized 


for its enthusiasm in removing dead teeth and treat- 
ing diseased gums. 

In all cases of neuritis, arthritis, and certain types. 
of cardiac and renal disease occurring in individuals. 
beyond the age of forty-five years, the teeth should. 
be suspected and carefully investigated. Before the: 
age of forty-five years, the tonsils and paranasal. 
sinuses are the most probable sites of focal infec-- 
tion. If our enthusiasm along these lines has led us: 
too far, it has been along the path of safety. We: 
had better remove hundreds of harmless tonsils andi 
teeth than to leave one so diseased as to be a future 
menace to health and life. 


The following case records are submitted as typi- 
cal of the various types of focal infection: 


Case I. Mr. K., aged 21, was referred to me by 
a local surgeon to whom he had been sent by the 
family physician to have his legs straightened. This 
young man had suffered from rheumatoid arthritis 
for three years, during which time he had been un- 
able to walk. His family physician had done every- 
thing possible for him in the way of medical treat- 
ment before sending him to the surgeon. The latter 
recognized the nature of the affliction and asked me 
to see the patient. I found he had diseased tonsils 
and advised tonsillectomy. The operation was ac- 
cordingly performed with the result that the patient 
was able to walk without discomfort within four 
weeks. 


Case II. Miss W., aged 17, was referred .to me 
by Dr. B. for removal of her tonsils which were en- 
larged and infected. She gave a history of having 
had “rheumatism” for more than two years and also 
some cardiac disturbance which her physician had 
diagnosed as organic in type. Three months after 
tonsillectomy her physician reported to me that the 
cardiac lesion had disappeared, she had no further 
attacks of “rheumatism”, and had remained well. 


Case III. Mr. S., aged 17, was referred to me 
by Dr. S. with the diagnosis of acute miliary tuber- 
culosis, with the opinion that the tonsils should be re- 
moved. I readily agreed with him, but the patient’s 
condition at the time was such that operation would 
have been extremely hazardous. I advised the family 
physician to institute treatment that would improve 
his physical status, if possible, so that tonsillectomy 
could be performed with a greater degree of safety. 
Treatment was only partially successful and when 
the patient returned to me his pulse was 120, respira- 
tions 26, temperature 100.4° F. I told the physician 
and family that I did not care to operate upon the 
patient unless they would assume all the responsi- 
bility in the event of death. To this they agreed and 
tonsillectomy was performed the following morn- 
ing. The patient’s condition became critical from 
the anesthetic and we feared he would die on the 
operating table. About two hours after the opera- 
tion I was hurriedly recalled to the hospital on ac- 
count of severe hemorrhage. The patient finally 
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rallied and made a satisfactory recovery. Two 
months later his physician telephoned that the pa- 
tient had gained thirty pounds in weight and his 
pulse, respiration and temperature were practically 
normal. Such an improvement he had never seen 
before. 


Case IV. Mrs. A., aged 53, wife of a physician, 
was brought to me by a former patient upon whom I 
had successfully operated for what was presumed to 
be a similar condition. The physician himself re- 
quested me to examine his wife thoroughly, which 
was done. While I found nothing especially wrong, 
her tonsils looked rather suspicious, and I told the 
physician they should be removed on general prin- 
ciples. The patient gave the history of having had a 
cough for ten years, and stated she had been treated 
by physicians-in New York, Philadelphia, Chicago, 
and other places’ without benefit. Operation dis- 
closed a pocket of pus about the size of a pea in one 
of the tonsils. Within three months her cough had 
entirely’ disappeared and she has remained well. 

Case V. Mrs. J., aged 56, was referred to me by 
Dr. C. for “throat trouble” which had been diag- 
nosed by two or three physicians as tuberculosis. She 
was so. nervous while in my office that she could not 
remain quiet. She coughed almost constantly and 
said she had’asthmatic attacks at night. Her tonsils 
looked suspicious and I advised their removal, to 
which she consented. She began to improve within 
three weeks and is now perfectly well. She has no 
cough, no asthma, she is no longer nervous, and 
weighs one hundred and fifty pounds. 


In conclusion: I do not wish to create the impres- 
sion that the removal of diseased tonsils, the ex- 
traction of dead teeth, or the straightening of a de- 
flected nasal septum will cure every ill to which 
humans are prone, but I do wish to assert that if 
these simple operations are performed early they will 
oftentimes benefit if not entirely cure many disor- 
ders such as those I have mentioned in this paper. 


TONSILLAR INFECTION. 


In properly selected cases there is no more ardent 
advocate of tozsillectomy that I, but I do believe the 
present wave of enthusiasm for seeking and eliminat- 
ing focal infection has carried us too far in our war 
on the teeth and tonsils. None cf us doubts the great 
source of evil in a diseased tonsil and conservative 
surgery would recommend its removal. But how 
often have disappointments followed this operation 
where improvemert of an arthritis or other form cf 
infection failed to take place? Is it not true that in 
most instances after the tonsil is removed, in good 
faith that it is the offending organ, the trouble is not 
improved ?—W. H. RenDLEMAN in the Journal of 
Lowa State Medical Society. 


DIFFICULTIES IN THE DIAGNOSIS OF 
URETERAL CALCULI. 


A. WiEesE Hamner, M.D., 
PHILADELPHIA, Pa. 

Surgeon to the American Hospital for Diseases of 
the Stomach; Instructor in Anatomy, Grad- 
uate School of Medicine, University of 
Pennsylvania; Surgeon to the 
Pennsylvania Railroad. 


For long it has been customary to associate cer- 
tain well-defined regions of the body with diseases 
of organs at or near those regions, or to name cer- 
tain areas likely to be involved as the result or reflex 
action or irritation. Thus, affections of the kidney 
or of the ureters are usually regarded as causing 
pain that begins in the loin, radiates to the lower 
abdomen, and thence to the genitalia or thigh. But 
medicine is no exact science where the symptoma- 
tology of the bedside coincides with that of the text- 
book. Frequently, the above picture of the course 
of the pain is entirely lacking and its place is taken 
by distress that is occasioned in the abdominal 
region. 

When this abdominal pain is a conspicuous symp- 
tom in renal or ureteral affections, its presence is 
often misinterpreted. The pain complained of is 
not infrequently in the appendiceal region, or at the 
position of the gall-bladder, so that a diagnosis of 
appendicitis or cholelithiasis is often erroneously 
made. 

In many instances of ureteral affections, there is 
no complaint of any definite radiation of pain, and 
in some cases the pain is not at all severe. These 
patients come to operation because of evident renal 
affection, or from certain urinary symptoms or as a 
result of some indefinite abdominal pain. Certain 
peculiar symptoms may assert themselves that have 
ro bearing on the disease under review. The late 
John B. Murphy asserted that almost any pain in 
the abdominal or pelvic cavity could have its genesis 
in a ureteral calculus. At the Mayo Clinic, among 
a very large number of cases (reported by Braasch 
and Moore) eight patients gave a history of radia- 
tion of gereral abdominal pain without localization 
and with vomiting and intestinal spasm suggestive 
of abdominal obstruction. Of this number, three 
had been previously operated upon for intestinal ob- 
struction. It is believed that this transference of 
pain, together with the intestinal symptoms, is due 
to reflex activity of the -ympathetic intestinal- mech- 
anism. In twelve case; the degree of pain was sec- 
ondary in importance to symptoms of gastric dis- 
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turbance. In these latter cases, the major complaint 
was directed to digestive symptoms: general nausea, 
epigastric distress, and indigestion. In all the cases 
wherein the patient declares that he can feel the 
passage of the stone from the ureter to the bladder 
what he experiences is undoubtedly the irritation of 
the mucous membrane that has been previously 
brought about by its laceration in the passage of 
the stone through the canal. A stone impacted in 
the ureter may remain there for many years. Usual- 
ly there is but a single calculu:, but there may be 
several, 

There are many sources of error in the diagnosis 
and although the roentgen rays and other adjuncts 
to diagnosis are invaluable, there are to be guarded 
against fallacies that too often lead the clinician into 
grievous blunders. 

As is natural much depexdence is placed by some 
on the results of urinary analysis, but such results 
are often misleading and negative. It is usually set 
down in text-books that reliance can be placed upon 
the presence of blood cells and pus cells in the diag- 
nosis of a calculus, especially in the presence of the 
usual associated pain; but, alas! too often both the 
classical symptoms and the blood- and pus-cells may 
all be absent. Again, slight lesions of the lower 
ureter may cause the presence of just such cells. 
Hematuria is not a constant symptom and, if present, 
may point to some other condition along the urogeni- 
tal tract, especially kidney involvement of some 
kind, e. g., calculus, renal thrombosis and embolism, 
malignant tumor, etc. But calculi, local tuberculosis, 
acute cystitis, and villous tumors of the bladder are 
the most frequent causes of hematuria, from below 
the kidney. Much reliance is to be placed upon the 
roentgenological findings, although the sources of 
error to be found through this valuable adjunct to 
diagnosis are considerable. 

It must not be forgotten that the co~stitution of 
ureteral calculi are various and that the rays cast 
varying shadows depending upon the character of 
the salts making up the concretion. There are times 
when these salts are of such consistence that they 
fail to cast a shadow. Not infrequently an extra- 
ureteral condition is diagnosed from the plate as a 
calculus. 

It requires much experience and skill in the field 
of roentgenology to offer a picture of clear defini- 
tion in cases of suspected calculi. The technic must 
be perfect, the hardness of the tube must be carefully 
ascertained, and the operator must have the best 
judgment in interpretation of the plate. Much also 
depends on the size and the position of the embed- 


ded calculus. In spite of all care and skill on the 
part of the roentgenologist, as well as the employ- 
ment of the most improved technic, at times even 
large sized stones with sufficient density to throw 
clear shadows, fail to reveal themselves upon the 
sensitized plate. It is imperatively demanded that 
the rays be so directed as to exclude overlapping of 
the shadows of the pelvic bones; at times this is an 
almost impossible procedure. Small stones that have 
set up an inflammatory condition of the ureteral 
mucosa may so change the natural appearance of 
the part as to defy detection by means of the rays. 


Ransohoff believes that it is a difficult matter to 
ray and interpret kidney and ureteral stones, and he 
says frequently he has found thirty or forty small 
stones in the pelvis of the kidney when. several 
plates of the region revealed only three or:four: He 
asserts that misinterpretation of shadows in the path 
of the ureter is so very common, even-in the hands 
of the best x-ray operators, that he offers: the dic- 
tum: “A shadow in the renal pelvis or in the track 
of the ureter can positively be looked upon as a 
stone in the urinary tract only when it is associated 
with other clinical evidence.” Calcified lymph nodes, 
phleboliths, the thickened tip of the appendix, and 
buried sutures infiltrated with lime salts, after pre- 
vious laparotomies, especially for appendicitis, have 
all been mistaken for ureteral caiculi, 


Ureteral calculi, except when in the lower part 
of the ureter, present ro distinctive symptoms. At 
times when operation for renal calculus is negative, 
subsequent catheterization sometimes reveals the 
presence of a ureteral stone. When colic is present 
and persistent, there is likelihood of a ureteral cal- 
culus. When the lower part of the ureter holds the 
stone, vesical symptoms are most _eOnspicuous long 
before the calculus has made entry into the urinary 
bladder. 

Stones in the lower part of the ureter can, not 
i- frequently, be felt through the vagina or rectum. 
As a routine practice in laparotomy, wherever pos- 
sible, palpation of the ureter should be practiced for 
the possible detection of the stone. In one case 
on record* the stone could be rolled under the hand 
on deep pressure in the inguinal region. Upon re- 
moval, the stone was found to be four inches long 
and one inch in diameter. The conditions simulat- 
ing stone which may cause localized nodular change 
in the prostate, seminal vesicles and ducts, lessen 
the value of palpation. 

In order to be appreciable through the vagina, 


"*W. F. Braasch and A.B. Moore, Journal of the A.M. A., 
1915, Ixv, pp. 1234-1237. 
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the stone should be at least a centimeter (two-fifths 
of an inch) in diameter* and should be situated 
within or immediately adjacent to the wall of the 
bladder. Unless so situated, stones of even several 
centimeters in diameter will not admit of palpation: 


In an elaborate study of the condition, J. Israel 
asserts that he was enabled to palpate the stone 
through the vagina and rectum in thirty-nine per 
cent. of his cases. However, in a series of eighty 
cases, in only nine instances was it possible to detect 
the presence of the calculus through this method of 
palpation. In forty-eight of these cases the condi- 
tion was encountered in the male, and of this num- 
ber in only three per cent. could the stone be pal- 
pated through the rectum, showing that this method 
of diagnosis has decided limitations. 

It is an axiom that the prognosis of a ureteral cal- 
culus largely depends upon its effect on the kidney. 
If the obstruction is sudden and complete, atrophy 
of the kidney, often without previous dilatation, will 
result. Sudden impaction of the stone is the cause 
of anuria. Ransohofft asserts that a stone weighing 
but a grain and a half has produced death. Much 
depends upon the other kidney; and yet impaction 
of a calculus may cause a sudden fatal reflex anuria, 
as after a nephrectomy, when the remaining kidney 
has been found normal in every way. In the absence 
of anuria, the prognosis is more or less grave, de- 
pending upon the rapidity with which the stone pass- 
es, the pressure that it exerts upon the wall of the 
ureter, and subsequently upon the peri-ureteral tis- 
sues. A stone impacted in the ureter may produce 
a fatal issue in a few days from the presence of 
anuria. 

As a résumé of this subject, we subjoin a few 
thoughts ‘from the elaborate and painstaking paper 
of A. B. Cecil,§ who bases his conclusions upon a 
study of 300 cases of renal and ureteral affections, 
grouping together 67 cases of stone in the kidney 
and the ureter. 

He finds the condition is most common between 
the thirtieth and forty-fourth year, and found a 
ureteral calculus in a child of ten. Three patients 
between the ages of sixty-five and sixty-nine suffered 
from the affection. In seven cases of the 67, the 
urine was negative. In 56 cases blood was found, 
and in 54 cases there was found varying quantities 
*Ibid. 

+Jacob Israel, “Uber Operationen wegen Uretersteinen”, 
Folia Urologica, 1913, vii, p. 1. 

tJoseph Ransohoff, in Keen’s Surgery. vol. iv. 


§Arthur B. Cecil, Journal of the A. M. A., \xxv, p. 10, 
Nov. 6, 1920. 


of pus. In 14 cases the urine was found to be in- 
fected. In 30 cases there were bladder disturbances 
varying from mere frequency of urination to intense 
pain and tenesmus. Rectal tenesmus was a promi- 
nent symptom when the calculus occupied the lower 
part of the ureter. In all this series of cases pain 
was present and it was on this account that the 
patients presented themselves for treatment. 

In 28 per cent. of these cases only abdominal pain 
was present. Pain in the loins and in the genito- 
urinary areas and along the thigh was absent. In 
this 28 per cent., 7 patients complained only of pain 
in the left lower abdomen, 6 in the right lower abdo- 
men, I in the left upper abdomen, 4 in the upper 
right abdomen, and I in the epigastric region. 

The pain in the lower abdomen and on the right 
side was always experienced at McBurney’s point, 
and in a corresponding position on the left side. 
The distribution of pain in the upper abdomen was 
just beneath the border of the ribs, at about the 
mammary line or a little mesial to it. 

The confusing nature of the abdominal pain in 
cases of stone in the ureter is well illustrated when 
it is stated that in 13 of these cases various surgical 
measures were instituted. These included 9 appen- 
dicectomies, I operation on the left epididymis, 2 
abdominal explorations, 1 gall-bladder drainage, and 
I removal of the right ovary. 

In addition to the 13 cases in which operation had 
been performed, and in which operative procedure 
had been directed to other than the seat of the 
trouble, there were 8 cases in which stone had not 
been diagnosed and in which a diagnosis of appendi- 
citis had been made in 5 cases, gall-stones in 2 cases 
and ptomaine poisoning in I case. 

It was found that pain in the renal region of the 
back, or high up in the abdomen, is often indicative 
of stone in the lower part of the ureter; also that 
the stone may give pain which is limited to the lower 
abdomen, and which may be virtually limited to the 
testicle. 

At the Mayo Clinic up to June, 1915, 134 cases 
of ureteral stone were found in the left ureter and 
144 in the right, showing no special predilection. 
Single stones were found in 261 instances and mul- 
tiple stones in 17 cases. In 6 cases stones occurred 
in both ureters; in the kidney of one side and the 
ureter of the opposite side, in 11 cases; bilaterally, 
in 17 cases, or 6 per cent. Stone occurred in the 
kidney and ureter of the same side in 12 cases, or 
4 per cent. 
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PRIMARY SARCOMA OF THE GALL- 
BLADDER. 


Hyman I. GotpsteE1n, M.D., 
CAMDEN, N. J. 
Assistant in Medicine, Graduate School of Medicine, 
University of Pennsylvania. 


Primary sarcoma of the gall-bladder is extraordi- 
narily rare. The most common tumor is the carci- 
noma. 

Of 3,908 operations on the gall-bladder and bili- 
ary passages, cancer was found in 85, or 2.1% 
(Mayo). According to Musser, it is more common 
in women (3 to 1), and in 75% of the cases, gall 
stones are or have been present. The fundus of the 
gall-bladder is usually attacked first. 

Ringel reported (1899) a papilloma of the gall- 
bladder. Griffon and Segall (1897) reported a 
case of sarcoma of the gall-bladder and liver. Nevya- 
donski (1900) reported a case of primary sarcoma 
of the gall-bladder and diffuse sarcomatous infiltra- 
tion of the serous coat of the abdominal organs. 

Sutherland’s (1898) case was an adenomyoma of 
the gall-bladder. After a review of the literature, 
I confess I have been able to find only about 16 
authenticated and accepted cases of primary sarco- 
ma of the gall-bladder. There are, no doubt, a num- 
ber of scattered cases in the literature, which I 
have overlooked. Then, again, the diagnosis, even 
at operation, may be wrong in some cases of sup- 
posed primary carcinoma of the gall-bladder. At 
times the resemblance between sarcoma and carci- 
noma is a very close one. 

Iwasaki (1914) was able to find only 8 authentic 
cases, and reported one of his own. 

Carson and Smith (1915) reported a case of pri- 
mary sarcoma of the gall-bladder in a woman, aged 
38 years, at the St. Louis Mullanphy Hospital (May 
14, 1915). No tumor was felt. X-ray examina- 
tion was negative. No other tumor tissue was pres- 
ent, except that in the gall-bladder. The liver was 
somewhat enlarged, but normal. Calculi were 
present. Cholecystectomy was done, and part of 
the liver invaded with tumor tissue was removed. 
The patient died four days after operation. A large 
irregular tumor, 8.5x4x3 cm., was found occupying 
the central part of the gall-bladder. It was a round- 
cell sarcoma. 

Iwasaki’s case showed a sarcoma of polymorphous 
character, 10 cm.x 4.5cm.; and was composed of 
long spindle-cells, large round cells, small round 
cells and many giant cells. 


. Bayer (1909) reported two cases. One was a 
spindle-cell sarcoma with multinucleated giant cells; 
the other was composed chiefly of spindle-cells, 
although in some places round cells were also pres- 
ent. 

Landsteiner (1907) reported 2 cases of myosar- 
coma of the gall-bladder. The predominant cells in 
both tumors were of the spindle-cell type. In one 
of his cases there was also an epithelioma in the 
gall-bladder wall in addition to the myosarcoma. 
One of the sarcomas reported by Landsteiner was 
19x4x8cm. and in one of his cases there were 
hyaline connective tissue changes which went on to 
calcification. A similar cartilage and bone forma- 
tion was present in one of the (second) cases re- 
ported by Bayer. 

Hotes’ and Parlavecchio’s cases were spindle-cell 
sarcomas of the gall-bladder. 

Carson and Smith report their own case and men- 
tion Iwasaki’s case, 2 cases reported by Landsteiner, 
1 by Hotes, 2 by Bayer, and Parlavecchio’s case. 

In all the cases collected by Iwasaki, gall stones 
were found except in one. Metastatic growths were 
present in nearly all the cases reported. 

In Landsteiner’s case the secondary nodules were 
as large as 10 cm. in diameter, and the duodenum 
was involved. 

In Hetes’ case the appendix, spleen, pelvic and 
mesenteric glands, the diaphragm and the duodenum 
were involved. 

Cathcart, before the Southern Surgical and Gyne- 
cological Society, in 1911, reported a case of primary 
sarcoma of the gall-bladder found at operation in 
a man, aged 45 years, fairly well developed, but 
with a slightly cachectic or septic look. Its surgical 
interest is only that the patient is alive and in good 
health, doubtless due to operation at an early stage. 

Sarcoma of the gall-bladder, says Mayo, is ex- 
ceedingly rare. Musser found 3 cases reported in 
the literature. “The disease may be looked upon as 
a surgical curiosity and has no apparent etiologic 
relationship to gall stones.” (Mayo.) 

Musser collected 100 cases of carcinoma of the 
gall-bladder, and 18 of the bile ducts. Of the 18 
cases of Musser’s series, only 3 showed in the 
hepatic duct (see my case report of John Y.), 14 in | 
the common duct, 9 of these being at or near the 
papilla. 

Rolleston in 17 cases of cancer of the bile ducts, 
found 2 in the hepatic and 15 in the common duct, 
of which 10 were at or near the papilla. 

Courvoisier (1890) found that in 74 out of 84 
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cases of malignant disease of the gall-bladder there 
were gall stones. Siegert (1896) states that in 957% 
of al cases of primary cancer of the gall-bladder, 
gall stones are present. Only 15% of secondary 
cancer of the gall-bladder is associated with gall 
stones. Beadle, of London, found gall stones in all 
the cases of primary carcinoma of the liver and gall- 
bladder, and ga.l stones were not found in a single 
one of the 26 cases of secondary carcinoma of the 
liver. Kelynach, in 4578 autopsies, found 8 cases 
of primary cancer of the gall-bladder, only 2 having 
origin in the common bile duct. My case was a 
primary cancer of the hepatic duct, extending into 
the fissure of the liver. 

I was able to find 16 cases of primary sarcoma 
of the gall-bladder, recorded in the available litera- 
ture of the world. In a recent paper on “Primary 
Sarcoma of the Liver” (International Clinics, Lip- 
pincott, Philadelphia, June, 1921) I reviewed 59 
cases of primary sarcoma of that viscus. It is, there- 
fore, advisable that all discovered cases of sarcoma 
of the gall-bladder and liver be reported, as they 
are very rare. 

I wish to express my thanks to Prof. Allen J. 
Smith for the privilege of reviewing the autopsy 
records of the University of Pennsylvania, for as- 
sistance given, and for permission to make notes 
from the records. 
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A PLEA FOR PRE-SURGICAL DIAGNOSTIC 
ACCURACY.* 
M. Benmoscue, M.D., 


Detroit, Micu. 


A plea for an ideal state preconceives a criticism 
of the conditions that prompt it, and likewise, axiom- 
atically speaking, the recognition of the need for a 
plea, involves also the recognition of the need for a 
criticism. To be over-sanguine, and consciously 
content with our work at any time, is indicative of 
mediocrity or retrogression, and in the realm of 
medicine and surgery it is particularly a pathogno- 
monic sign of approaching decadence, if not an actual 
loss of vital interest in the whole of the altruistic, 
scientific progression of the profession. 

It can be safely conceded that self-satisfaction is 
a prevalent disease, protracted in form, yielding 
sluggishly to inspirational stimuli. It can be classi- 
fied as a type of psychological sleeping-sickness, 
sporadic in all professions, and endemic among med- 
cal men. This, as a broad criticism, covers a great 
multitude of our remedial sins, both of commission 
and of omission, and is, after all the basic fault that 
runs trickling under the structure of our scientific 
edifice, threatening to bring it down about our ears 
with rude awakening. 

Ignorance is forgiveable, the weakness of false 
pride is not. To make a “snap” diagnosis is not 
necessarily a crime, but to arrogantly persist in main- 
taining an erroneous opinion in the face of over- 
whelming logic and an abundance of scientific proof 
to the contrary, often proves a grave, irrevocable sin, 
—grave, in both senses. I recall the case of a gen- 
eral practitioner of the old school of many years of 
so-called experience in a small town in eastern Penn- 
sylvania. I happened to be visiting the place, and 
while there, one of its leading citizens was taken sud- 
denly ill with severe abdominal pain, vomiting and 


*Read before the Maimonides Medical Scciety, 


f 
i 
j 
1890. 
f 
q 
4 
: 
4 
q 
¥ 
. 


VoL. XXXV, No. 11. 


BEN MOSCHE—D1aAGNosTIC ACCURACY. 


AMERICAN 
JouRNAL OF SURGERY. 


353 


diarrhea. The leading physician referred to diag- 
nosed acute indigestion ,and treated him with high 
rectal enemas and a restricted liquid diet. His drug 
therapy consisted of fractional doses of calomel and 
chalk. For about ten days the patient persistently 
refused to die in spite of the doctor’s zeal. This case 
was quite easily diagnosed as a cholelithiasis with 
acute cholecystitis. The diagnosis was accurately 
established and logically proven, but our “snap-diag- 
nostician” was as stubborn as Nero, and arrogantly 


played on the harp of his false opinions, even while’ 


his patient was being relieved of his calculi by ap- 
propriate surgery. Submission to reason is one of 
the highest evidences of a trained and honest mind. 
In this instance, both training and honesty were woe- 
fully lacking, and these examples can be multiplied, 
unfortunately, ad infinitum. Just one more illustra- 
tion to illuminate the point in question. A married 
woman, 23 years of age, was submitted to double 
salpirgectomy and appendicectomy, by one of the 
numerous “haphazard” surgeons of this city. For- 
give the unfortunate appellation, which, however, 
will bear the scrutiny of truth. About four or five 
days after the operation, complete paralysis of the 
bowels ensued with irrepressible vomiting. The sur- 
geon in charge persisted in a diagnosis of newly 
formed intestinal adhesions and advised re-opera- 
tion. Consultants logically pointed out a simple 
post-operative ileus, and advised against operation 
in the face of the patient’s lowered resistance, shock, 
etc. Result: another Nero, another Rome, and a la- 
menting husband and child. 

The doctor who practices his profession pseudo- 
scientifically, is infinitely worse than the openly 
avowed “disciple of Mammon”, quack or charlatan. 
The one is insidious, perpetrating his nefarious work 
under cover of darkest night, the other invites com- 
bat openly in broad daylight. Of the two evils, the 
latter is obviously the least. The honest practitioner 
need not be a “walking encyclopedia” of medical 
knowledge, nor an Osler in experience; his honesty 
is his patient’s greatest source of confidence and 
safety. Greene put the matter very aptly when he 
said that “self-deception, a narrowed mental vision 
which disregards new facts of later development in 
the individual case and resists blindly the introduc- 
tion of new methods in practice, no less than coward- 
ly adherence to an erroneous preconception, are de- 
plorable”’. 

What applies to correct diagnosis in surgery, is 
even more specifically applicable in medicine. The 


end-results of error, however, are far more visibly 
evident in surgery than in medicine, although the 
interrelationship of the two is so close that any sharp 
distinctiveness in their relative values cannot be made 
out. We have seen relatively uniform therapy or 
none, do for more than one zymotic disease long after 
the patient’s recovery or otherwise; when the error 
or correctness of the diagnosis was subsequently 
cleared up. Whereas, one could open up a large 
pathclogical museum the size of our city hall with 
the normal appendices removed for “acute catarrhal 
appendicitis”, or even for such a delightfully rare 
diagnosis as a Meckel’s diverticulum. The long- 
suffering appendix has on innumerable occasions 
borne the burden of a simple enteritis or mucous 
colitis. Gall-stones, gastric, pyloric or duodenal ul- 
cer, and the popular “indigestion”, have long been 
mortal enemies in competing with each other for the 
first place in the diagnosis of epigastric pains, to the 
discomfiture of the honest practitioner, and the 
gloating glee of the avaricious know-it-all. 

The diagnosis of pregnancy is ordinarily easy, but 
the greatest caution and inflexible honesty of investi- 
gation should be exercised, when a case, somewhat 
off the beaten path in character, presents itself, as 
for example, under the following circumstances. 
The girl was 14 years of age, attending high school. 
She had menstruated twice, and noticed about four 
months before examination, that her abdomen was 
slightly enlarged. There was a mass in the median 
line directly associated with the uterus. The diag- 
nosis of fibroid or fibromyoma was made and the 
patient immediately operated upon. A five months 
pregnant uterus was found, and a history of contact 
was later secured. But the spot-light glare rested 
horribly on the practitioner whose case the little girl 
was. A painstaking investigation, a mind honestly 
and scientifically bent, would have avoided shoals of 
misery. And what is more regrettable is that these 
experiences when viewed with a biased and smugly 
satisfied mind, are repeated over and over again. 
No mental development or knowledge is derived 
from them, and the same dire misfortunes recur with 
alarming regularity. 

To be critical of ourselves, is to be optimistic; to 
be optimistic means that we are always ready to 
learn—to reconstruct ourselves and our methods, so 
that the greatest good can come from efforts truth- 
fully and intelligently directed, and that above all, 
dishonesty and stubbornness may fird no place in our 
work, 
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THE RELATION OF PYLORIC RESIST- 
ANCE TO THE RECURRENCE OF 
STOMACH ULCERS. 
J. CuristopHer O’Day, M.D., F.A.C.S., 
Hono.uiu, Hawaii. 
Since it is known, from animal experimentation, 
that ulcers of the stomach may be produced by vari- 
ous methods and means, it cannot be said of any 
give, spontaneous ulcer, that it is the result of any 
particular etiological factor. 
No matter what the means made use of, experi- 
mentally produced ulcers of the stomach in animals 
do not behave like those arising spontaneously with- 
in the stomach of man. This is as true of the ulcers 
systematically produced as those produced by direct 
local attack. 
The difference in u‘cers of the stomach that may 
be traced to some focus of infection, and those ex- 
perimentally produced by the hypodermatic injection 
of infective microorganisms, would be that of the 
laboratory-created as against those organisms that 
were cultured around decayed teeth or tonsils, or 
any fecus. Microorganisms of laboratory birth are 
the aristocrat; of their kind. Their environment is 
that of ease and luxury. Those of the poorer class 
having to live in their chance foci must, in order to 
survive, wage an eternal battle against the tissue 
they have invaded. To this may be added the handi- 


cap of the ratural immunity that is enjoyed by most 
experimental animals toward loca‘ized or focal 


infections. 

Believing, as we do, that ulceration of the stomach 
is a symptom rather than a diseae itself has lead 
many to think it was the reason for the ulcer’s 
tendency to recur, but when recurrence did occur, 
and does occur after all perceptible foci have been 
removed, strong argument was made toward the 
existence of some other factor. 
From their recurrence alone comes the quite gen- 
eral and prevailing opinion that such a thing as a 
medical cure for gastric ulcer does not exist. It is 
granted, however, that a small crater may granu- 
late, cicatrize and remain so; but this we know to 
be the exception, for sooner or later, even following 
the most rational treatment, comes recurrence with 
a repetition of the original cycle of distress. 

Why is this? Why is it that stomach ulcers that 
have healed are unwilling to remain healed? In 
seeking an answer to this question, it was but natur- 
al that no normal function of the stomach was in- 
cluded, and the valve-like action of the pylorus 
bei-g a normal function it is not to be wondered 
at that no consideration was given it. 


The following are a few of the alleged causes of 
recurrence that enjoyed popularity: 


Autocytolysis, 

Autedigestion, 

Post-digestive anemia, 

Traction on the scar by the peristaltic function. 

Autocytolysis and autodigestion were said to go 
in urison because neither was capable of disintegrat- 
ing the cicatrix until its physiological shrinkage had 
pinched off its blood supply. This opinion was 
given, notwithstanding the fact that the great ma- 
jority of stomach ulcers occur in that portion of 
the stomach where the blood supply is the richest. 

Prior to the splendid work of Rosenow and others, 
surgery used to be content to deal directly with 
lesions of this character; that a search for infective 
areas should be a part of the treatment was never 
so much as suggested, and yet, in the face of this 
sin of omission many lasting cures were effected. 

Observing that recurrence was the great excep- 
tion after gastro-jejunostomy, the notion went 
abroad that by virtue of this operation the gastric 
secretions were short-circuited into the jejunum and 
thereby being unable to come in contact with the 
eroded surface, recovery ensued without recurrence. 
When the ulcer was too high for a proximal gastro- 
enterostomy, excision was thought to be the opera- 
tion of choice. 

There are ulcers of the stomach the excision of 
which may be good surgery. We have in mind the 
ulcers that are low. Such, however, are the excep- 
tion. If it was mere'y the crater with which we 
had to deal, the removal would, as a rule, be quite 
easy and free from untoward effect. It is the sur- 
rounding zone of callus that bids us beware, for it 
is not alone extensive but poorly adapted to safe 
suturing as well. 

Confronting such a condition as the foregoing, 
rothing beyond the overcoming of the pyloric resist- 
ance is necessary. Here it is that we may remind 
ourselves that no matter what factors are involved 
in causing stomach ulcers to recur, that of pyloric 
resistance is the chief one. Remove it and the ulcer 
wil rot only heal but will remain healed. 

We may now ask the question suggested by the 
title of our subject: What is pyloric resistance? 
How may it be overcome? 

‘In attempting to answer these questions we may 
make more clear the thought we have in mind by 
briefly referring to what has been observed by phys- 
iologists relative to the valve-like function of the 
pyloric rirg. They say: When the contents of the 
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stomach have attained a certain degree of acidity, 
the acid stimulus reflexly eauses the pyloric sphinc- 
ter to relax and admit a portion of the acid chyme 
into the duodenum; when a given amount of the 
acid chyme has entered the duodenum, a reactionary 
stimulus is produced and the sphincter again closes, 
to remain so until the duodenal content becomes 
neutral or alkaline. Thus is the pylorus opened and 
shut till the stomach has been completely emptied. 

In this may we find a clue to the cause of that 
increased gastric motility ob-erved in association 
with hypochlorhydria and at the same time remind 
ourselves that but very few ulcers of the stomach 
have been recorded in the presence of low or nega- 
tive acid secretion. 

We must not be surprised, then, in finding hyper- 
chlorhydria given among the etiological factors of 
gastric ulcer, and while it cannot be gainsaid, obser- 
vations of surgery would compel the belief that 
hyperacidity could play no part other than an indi- 
rect one, because when absent the pylorus is con- 
tinuously patent and ulcer but seldom observed. 

Before the Surgical Section of the American 
Medical Association in 1915, W. J. Mayo described 
an original method of excising ulcers from the 
stomach’s posterior wall through an incision in the 
anterior wall. Later we undertook to apply the 
method but upon making the incision an ulcer was 
exposed with so wide a zone of callus that it was 
deemed best to immediately close the cut, perform 
a gastro-jejunostomy and await a future time for 
the resection. Eleven weeks subsequently, the pa- 
tient reluctant, the second operation was undertaken. 
Upon exposing the interior of the stomach no part 
of the callus could be seen and the ulcer, the crater 
of which was once large enough to accommodate 
a quarter, was found shrunken to’ an insignificant 
linear scar, the mucosa, to all appearance, restored 
to a normal condition. With this case the repair 
wa; so complete that resection was not necessary. 
It is now more than five years since the gastro- 
jejunostomy was performed and at no period of this 
time has the slightest sign of recurrence been mani- 
fested. 

Pyloroplasty or resection of the ring itself will 
overcome the resistance fully as well as a gastro- 


_ €nterostemy but such a method cannot be encour- 


aged if we believe all that has been said concerning 
the cause of duodenal u'cer. It is when we remem- 
ber that duodenal ulcer usually affects the portion 
proximal to the papilla of Vater that we must con- 
cede gastro-jejunostomy to be the method of choice. 


PLASTIC AND COSMETIC SURGERY OF 
'. THE HEAD, NECK AND FACE. 
Gustav J. E. Trecx, M.D., F.A.CS., 
and H. Lyons Hunt, M.D., L.R.C.S., 


New York Ciry. 


Wouwnbs. 
By H. Lyons Hunt. 


More in plastic procedures than in any other 
branch of surgeryare the kindly healing and coapta- 
tion of wound edges of great importance. This is 
particularly so of the face and neck, where unsightly 
scars are a constant and too obvious reminder to 
the surgeon, the patient, and all those with whom 
he comes in contact, of past careless or unfortunate 
surgical treatment. 


Fer purposes of classification we may divide 

wounds into 
(a) those produced surgically. 
(b) those produced accidentally. 

The latter wounds may be subdivided into: Con- 
tused, incised, lacerated, open, perforating, punc- 
tured, “paraffin’—all of which may be aseptic or 
septic. 

SURGICALLY PRODUCED WOUNDS. 

In cosmetic and plastic surgery of the face and 
neck the resulting cicatrix is of prime importance. 
To avoid scar formation or, rather, to produce a 
minimum scar, certain fundamental principles must 
be adhered to:— 

1—Incisions should be made with a razor-edged 
oblique-cutting blade. 

2—Asepsis must be scrupulously observed. 

3—Incisions should be made with sincere regard 
and respect for Langer’s lines of cleavage of the 
skin. 

4—The !ength of the edges of wounds should be 
the same, if pessible, on each side. 

5—Tension should be avoided. 

6—Subcuticular sutures of horsehair constitute 
the best suture material. 

7—Sutures should be removed within twenty- 
four hours. 

8—A dry dre:sing and ice cap should be applied 
for the first day following operation. After the first 
day wounds should receive no dressing. 

To use an ordinary sharp scalpel on the face is to 
invite a scar line. This even proves the case when 
the operator tries to incise the skin obliquely, a most 
necessary procedure. When a straight-bladed in- 
strument is used slanting'y an irregular line of in- 
cision is produced and to avoid this I have had made 
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a knife which when drawn straight across the skin 
divides it obliquely. (Figure 1.) 

The importance of cutting through the skin obli- 
quely to avoid subsequent scar formation cannot be 
emphasized. Such an 


too strongly incision 


Fig, 1. Author’s slant-cutting scalpels. 
means an overlapping of the dermis of one border of 


the wound by the epidermis of the opposite edge. 
(Figure 2.) 


Fig. 2. Sin cut obliquely with author’s knife, showing 
epidermis overlapping the dermis of the opposite side of 
wound. 


Infections about the face and scalp spread with 
great rapidity and for even minor surgical pro- 
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Fig. 3. Langer’s lines of tension. 

cedures in those regions, I am in the habit of carry- 
ing out all the general principles of sterilization in- 
volved in an abdominal major operation. 

Where cosmetic resu'ts are an essential a careful 
study of the lines of skin tension should be made 
by the operator. Incisions crossing these lines in- 
stead of along them, will of a certainty be followed 
by wider scars than if care were taken to incise in 
the direction of tension. (Figure 3.) 


To effect equal length of opposing wound edges 
is of course not always possible, but its accomplish- 
ment eliminates much that is unsightly in a resulting 
scar. Because it is so easy to believe that the oppos- 
ing sides of a wound appear to approximate after 
sutures have been inserted, it has come about that 
not sufficient care is given this point. A very good 
example of this is seen in operations on the lower 


Fig. 4. Diagram showing the impracticality of attempt- 
ing to suture adjacent edges of a wound of unequal length. 
eye.id where sections of skin are excised to remove 
redundant and baggy tissue. If the reader will re- 
fer to figure four he will observe that the line AB is 
much shorter than the line ACB, and while the two 
edges may be brought into approximation, the result- 
ing scar would be unsightly. To avoid this I use a 
wound approximation clamp (figure 5). This in- 
strument is used to draw tegether the fold of skin 


Fig. 5. Author’s approximation clamp. 


to be excised. A groove in the instrument permits 
the introduction of a syringe needle for anesthetiza- 
tion of the tissue, after which an oblique knife made 
to fit the same groove is introduced and the skin be- 
tween is divided. 

When wound edges are not easy to approximate 
and undercutting of the surrounding tissue is inef- 
fective, the operator must turn to various other 
means. 

A V-shaped cuticular relaxation incision may be 
made towards the defect. The denuded tissue left 
by the relaxation incision may be al'owed to granu- 
late or be skin-grafted. When relaxation incisions 
are impracticable, French sliding flaps or one of the 
standard methods of Lisfranc, Szymanowski, Cole, 
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Dieffenbach, Burow, Davis, Guerin, Celsus, Ammon, 
Hasner, Jasche, Lexer, etc. as described in the text- 
books, may be resorted to, depending on the size and 
shape of the wound surface to be covered. Another 
method is illustrated in figure 6. 


sich 


Fig. 6. Author’s method of closing a circular, irregular 
or square defect. 

Excessive tension must be avoided. Where a re- 
sult is to be desired that can be produced only by 
much skin-stretching it is better to perform a series 
of minor operations, taking out at each a small par- 
cel of skin, than to endeavor to gain an end at the 
expense of tension on the wound edges. For ex- 
ample, in eradicating the naso-labial delineation I re- 
peat my operation at least three times, allowing a 


Fig. 7. 
needle-holder. 


week between operations, and never taking out 
enough skin at any one procedure to produce marked 
tension. 


Sutures and Suture Material. 


I favor horsehair, silkworm-gut and catgut in all 
plastic procedures where a cosmetic termination is 
to be attained. If muscular tissue or fascias have 
been incised I use subcuticular muscle sutures, bring- 
ing the end of the silkworm-gut up and out oe 
the skin at the two wound ends. 

The early removal of the sutures—especially the 
skin sutures, and the subcuticular suture for deeper 
structures—leaving all the tissues free of foreign 
material, eliminates to a large degree superficial and 
deeper wound infections. 

Immediately following face, neck and scalp opera- 
tions, the wound is painted with a solution of iodin 


Author’s modification of Steven’s ophthalmic | 


followed by alcohol and peroxid of hydrogen. 
This renders the wound and surrounding field free 
from blood clot, and aseptic. The wound is next 
dried and a dusting powder of aristol and powdered 
pancreatin is applied along the wound edge and a 
strip of iodoformized gauze placed along the wound, 
lightly attached to the wound ends and adjacent skin 
with collodion. An ice-bag is prescribed for the first 
twenty-four hours. At the end of this period the 


Fig. 8. Richter’s clip applicator. 


light gauze dressing is removed and no further 
dressing is permitted, the wound being exposed to 
the air. 

There are many details of technic that bear a 
direct or indirect relation to cosmetic results. In all 
plastic work, I use needles of the smallest practicable 
size. Corneal needles, sizes Nos. 3, 4, and 5, I use 
with horsehair for skin and mucous membrane work. 
In mouth and cleft palate operations, either the 
French cutting needle or Lane’s small cutting needles 
are useful. For long incisions, an ordinary round, 


T i ] 
Fi ig. 9. Author’s method of inserting subcuticular su- 
ture in a long wound. 


straight, domestic sewing needle may be utilized. 
These needles being all exceedingly small require a 
needle-holder, and for this purpose I use a Steven’s 
opthalmic needle-holder which I have modified so 
as to prevent the needle slipping slantwise, as it oc- 
casionally does with other holders. (Figure 7.) 
Leaving dead space below the skin or fascia should 
be avoided and where foreign matter, e. g., paraffin, 
has been removed, it is advisable to transplant fat 
from the buttock or thigh under the skin wound. 
In excising sections of skin, fascia or muscle, sec- 
tions which would ordinarily be followed by great 
tension, it is advisable to reinforce the subcuticular 
suture by inserting steel clips. I use the Butler clip 
applied with a Richter clip forceps. (Figure 8.) 
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FADS IN MEDICINE AND SURGERY. 

As in many other human affairs—dress, orna- 
mentation, sports, social functions,—there have al- 
ways been fads, so, too, in the practice of medi- 
cine, as well as in the development of cults out- 
side its pale, there have always been, and probably 
there always will be fads. In earlier days these 
were based upon pure dogmata or upon empiricism. 
Today they are rather the too enthusiastic, uncritical 
application of scientific—or,: sometimes, pseudo- 
scientific—determinations. It is quite unnecessary 
to re’ate any of the many therapeutic fads in medi- 
cine or surgery that in days past, and for some of 
them not remotely past, have flourished for a time 
and then supk into deserved neglect. It might, how- 
ever, serve a useful purpose briefly to consider some 
of the fads that prevail today in medical practice. 
They are not by any means pure fallacies. Rather, 
they are, it must be admitted, the serious and usually 
sincere efforts to correct human ills by an applica- 
tion of certain truths—or half-truths—with more 
enthusiasm than judgment, without due scientific 
critique, indeed often without common sense. 
Psychana'ysis is a fad that, unfortunately, is not 
confined to medical practice or even to psychology. 
It has become also the matinée indulgence of irre- 
sponsible flappers, neurotic women and misbalanced 
men. The Freudian doctrine explains many morbid 


mental states—ranging from unhappiness to the 
borderland of insanity—as resulting from subcon- 
scious repressions, which, in turn, arise from sexual 
traumata; it asserts that these repressions dominate 
the individual’s emotions in his waking hours and 
are represented, symbolically, in his dreams; and its 
therapeutic application—psychanalysis, consists in in- 
quisitorial séances to discover these repressions and 
“bring them to the surface.” But, unfortunately, 
the mere discovery of these repressions seldom itself 
effects their cure, which, in fact, these long, intimate, 
often daily séances are apt to make all the more dif- 
ficult. Indeed, many of the practitioners of psych- 


- analysis appear to relish, rather the wallowing with 


99 66 


their patients in these “sexual traumata,” “symbol- 
isms” and “repressions,” than the common-sense ef- 
forts to cure them. All too often the female patient 
discovers—through the interpretation of the psych- 
analist—that she has deve!oped “affection” for him 
and has lost the love she fancied that she bore her 
own husband. This is a common experience which 
the psychanalist lays, not as a fault to these intimate 
“analyses,” but to the patient’s unfortunate earlier 
sexual traumata and to mismating! 

By the interpretation of fancied dream symbols, 
by the magnification and perversion of petty inci- 
dents, more than one patient has been persuaded of 
sexual incompatibility with his or her spouse, and 
more than once neurotic longings, or marital dis- 
satisfactions that might well have been composed, 
have been made, by psychanalysis, to terminate in 
lasting unhappiness or in the divorce court! 

Granting the elements of truth in Freud’s psy- 
chology and granting that some skilful psychanalysts, 
by discovering the repressed state, the disturbing 
sexual or other influence, have sometimes guided 
their patients to a cure, nevertheless it ought to be 
recognized that, in the hands of some, psychanalysis 
is capable of much evil, that many of the patients 
who. submit to it are distinctly harmed. By the fre- 
quent discussion of sexual feelings and practices 
and by the establishment of morbid introspection and 
analyses, their last state is made worse than their 
first. For them—often young, unmarried women— 
better results might be accomplished through simple 
common sense or even through Christian Science. 
Indeed, these are the loosely pivoted individuals who 
fly from psychanalysis to Christian Science, or vice- 
versa, and then to New Thought, and then to some 
other ism or cult, always seeking to fasten to some- 
thing that will explain to themselves their own im- 
pulses and emotions, reaching out to stronger per- 
sonalities for such regulation of their conduct and 
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such interpretation of their desires, as well-balanced 
individuals can order antl exp-ain for themselves. 


All physicians practice “a certain amount of Chris- 
tian Science” for those who need it, and every phy- 
sician and surgeon does, or should, practice “a cer- 
tain amount of psychanalysis” to determine, for ex- 
ample, when abdominal symptoms are of psychic 
origi, to learn what purely mental distress, repressed 
or otherwise, is mimicking somatic symptoms and 
by this “certain amount of psychanalysis” he may, 
with kindly common-sense, even guide his patient te 
a happier frame of mind. But this is a long jump 
from the “sexual trauma,” “Oedipus complex,” 
“libido,” “repression,” “symbolism,” “sub.imation” 
and all the rest of the abracadabra of the Freudian 
psycho-therapy in which today so many girls and 
yourg women are absorbed. 


Ductless Gland Therapy. The functions of the 
so-called ductless glands have been a fascinating 
mystery. With changes in some of them—the ad- 
renal, the thyroid, the pituitary—we know that cer- 
tain diseases are associated, and we know also that 
administration of certain extracts from these glands 
produces some fairly definite physiologic results. 
We know, too, that the gonads possess an internal 
secretion, and that loss of these organs effects some 
varied phenomena. 

On the basis of this meager information, and cer- 
tain other cbservations not yet fully established, 
many enthusiasts have persuaded themselves that 
endocrinology is a well-nigh finished study. They as- 
sume to classify all individuals as of certain endo- 
crine types, and many diseases and disorders as re- 
presenting hyper- or hypo-activity of this or that 
ductless gland. They proceed blithely to the cure 
of these diseases and disorders by the simple exped- 
ient of administering by mouth various mixtures of 
glandular extracts. They do it with an enthusiasm 
that is as amusing as it is amazing, and their con- 
fident assurance is scarcely even ruffled by the timid 
suggestion that most of the extracts thus adminis- 
tered have no demonstrable action. Nor does it dis- 
turb their state of satisfaction to note—if they do— 
that some of the diseases they would treat by glandu- 
lar extracts are the same diseases that other faddists 
would treat by extracting teeth! 

Of the present day enthusiasm for gland-extract 
therapy, Harvey Cushing himself recently said in the 
Journal of the A. M. A.: 


“It has been the experience of all time that 
the less one knows of a disease the more en- 
thusiastically are certain therapeutic agents ad- 
vocated for its cure, and I know of nothing com- 


parable to the present furore regarding the ad- 
ministration of glandular extracts unless it be 
the plant pharmacology of the middle ages, 
based on the ‘doctrine of signatures.’ A patient 
is bilious—therefore he has some disease of the 
liver. The leaves of a certain plant resemble 
in their color and appearance the surface of the 
liver—therefore a concoction of these leaves is 
good for biliousness, and the plant comes to be 
called hepatica, But then, lest it may not really 
do this, we will add several other things to the 
concoction as well. This is about the basis on 
which glandular extracts are administered to- 
day. And it will be noted that most of them 
contain a certain amount of thyroid extract, 
which possibly is the only one of these substances 
having any definite action when given by mouth. 

The Lewis Carroll of today would have 
Alice nibble from a pituitary mushroom in her 
left hand and a lutein one in her right and 
presto! she is any height desired.” 


Focal Infections. That occult tooth infections 
may, and sometimes do, cause obscure pains, and 
joint affections, appears to have been established 
clinically by competent reports of well-considered 
cases cured by the removal of such teeth or by the 
eradication of their infection. But that such treat- 
ment is more often disappointing than helpful must 
be clear to those who have seen many of the edent- 
ulated victims of this fad. How often patients suf- 
fering, for example, with a pain in the arm due to 
cervical rib, subdeltoid bursitis, luetic periostitis or 
a neoplasm, have been induced to part with some or 
all of their teeth, not as a last resort after painstak- 
ing effort to locate the cause of their trouble, but al- 
most as the first therapeutic suggestion ! 

The removal of the tonsils as foci of infection is 
a less serious matter than the sacrifice of useful 
teeth. The individual is no worse off without them 
and, if they have been the seat of painful inflamma- 
tions, he is better off. Tonsillectomy is, however, an 
operation that produces suffering for several days 
and it is by no means free from danger. Tonsils 
should not be removed—as they often are—as pos- 
sible foci of distant infection unless they are demon- 
strably diseased and the cause of the distant affec- 
tion is not otherwise explained. 

Of vesiculotomy for the treatment of “rheumat- 
ism” one hears less today than a few years ago. 

“Focal infection” is a beneficent fad insofar as it 
urges the physician to seek the cause of symptoms; 
it is a harmful fad if it tempts him to overlook those 
causes in his eagerness to fasten guilt on the teeth. 

Vaccine Therapy has a scientific basis in the 
specific reaction to certain microorganisms by the 
production of antibodies. As a prophylactic against 
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that disease, the injection of typhoid vaccines is thus 
specific. But therapeutically, the affections that will 
respond to vaccines are much more limited than is 
the enthusiasm with which so many employ them. 
The “Chronic Appendix” (sic). Time was when 
kidneys that “floated” a bit unduly were tacked up 
(for a longer or shorter time) where the surgeon 
thought they might better be. Today the “chronic 
appendix” must answer as sinner for ail the pains 
on the right side of the belly—and also for gastric 
vagaries for which, in truth, it is occasionally re- 
sponsible. 

Chronic appendicitis is a very real disease. Its 
manifestations are various, indeed, but they are 
quite definite. Mere dragging pains in the right iliac 
region, or momentary pains, without definite attacks, 
without vomiting, even if pressure in the region of 
McBurney’s point is somewhat painful (try the left 
side also!)—these do not mean chronic appendicitis 
or even “chronic appendix.” But the individual 
who has such fleeting, dragging or vague pains from 
time to time (usually disappearing when recumbent) 
and who, in an unguarded moment, is told that he 
has a “chronic appendix” is apt, sooner or later, to 
have that appendix removed—and to continue hav- 
ing his pains. Then he will be ready for the “focal 
infection”-ist, and after he has exchanged his 
molars for a set of rootless porcelains he will be 
ready for Christian Science, which, if his. disturb- 
ance was a neurosis, will probably cure him. 

Such pains may arise from a variety of causes— 
from a prolapsed kidney, from muscle strain (static 
or occupational), from constipation, from sugges- 
tion. The diagnosis “chronic appendix” is too read- 
ily made and too often wrong. 

Colonic Irrigations. Certain advertising literature 
would have the laiety believe that it is more neces- 
sary to wash out the lower bowel each day than to 
wash the superficies of the body. There are those 
physicians who seem to think much the same. They 
are focal infection-ists in a group by themselves, 
for they see at the root of bodily ills, not the tiny 
apical tooth abscess, but the toxins of intestinal fer- 
mentation. And so patients with nervous and other 
affections, day after day—until they weary of it— 
receive their matutinal, intestinal lavations. It’s a 
harmless fad, at any rate. 

It is interesting to speculate what scientific truths 
will be seized upon as therapeutic fads in the next 
decade. We suspect that studies in food deficiency 
diseases will furnish one of them. 


THE SEMI-CENTENNIAL OF THE AMERI- 
CAN PUBLIC HEALTH ASSOCIATION. 


The annual meeting in New York, this month, of 
the American Public Health Association will be an 
event of significance and interest to the profession 
and to the public at large. It will mark the semi- 
centennial of the founding of the Association and, 
incidentally, it will pay tribute to its only living 
founder, Dr. Stephen Smith of New York, who in 
another year will celebrate his own centennial. The 
sessions will be at the Hotel Astor, beginning No- 
vember 14. Preceding these, from November 8th- 
11th, a Health Institute, arranged by the Association 
in cooperation with about one hundred other or- 
ganizations, and including about forty demonstra- 
tions, will exhibit established methods applied to var- 
ious phases of public health work. 

From November 14th to 19th there will be held 
at the Grand Central Palace, in cooperation with the 
Department of Health of the City of New York, a 
Health Exposition, by which the message of health 
is to be brought to the public. Such an exposition 
in Chicago last year drew an attendance of over one 
hundred thousand. It is also planned to publish a 
memorial volume that will be, in effect, a fifty-years 
history of public health. Dr. Lee K. Frankel, 1 
Madison Avenue, is Chairman of the Local Commit- 
tee. The JouRNAL extends greetings, and congratu- 
lations upon great accomplishments, to the Associa- 
tion, and to its venerable founder, Dr. Stephen 
Smith. 


Progress in Surgery 


Selections from Recent Literature 


H. Lyons Hunt, M.D., L.R.C.S., (Edin. ) 
Abstract Editor. 


Subluxation of the Shoulder—Downward. Freneric J. 
rien" Boston Medical and Surgical Journal, October 
, 1921. 

Cotton here describes a condition often mistaken for cir- 
cumflex paralysis—the subluxation of the shoulder down- 
ward in cases of injury not from a single trauma, but from 
the weight of the arm made possible through gradual ex- 
haustion of the muscles—primarily of the deltoid muscle. 
He has seen this occurring in case after case as a complica- 
tion' of shoulder and arm injuries, clearing up promptly if 
treated early. Neglected, it becomes a troublesome com- 
plication. 

Many, evidently, of the cases ordinarily listed as circum- 
flex paralysis belong in this group. 

J. W. Courtney cleared up a puzzling detail some years 
ago, by demonstrating that altered electrical reactions, even 
a definite “reaction of degeneration,” did not prove nerve 
origin of muscle paralysis and were in no sense a contra- 
diction of direct mechanical action—of stretching of the 
muscle—as the origin of these paralyses, with the conse- 
quent displacement of the head of the bone downward. 

The type case is of an uncomplicated fracture of the 
humerus in which the weight of the heavy and, perhaps, 
swollen arm, suspended—as in the routine treatment—by the 
wrist only, brings about a tiring-out of the supporting mus- 
cles and the gradual appearance of a downward subluxation. 

In an injured arm treated with traction by the weight of 
the arm or treated by any method that does less than carry 
the full weight of the arm, if the muscles are not strong 
and if the arm is a heavy one, we may and often do see a 
stretching paralysis of the deltoid and supraspinatus muscles 
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that lets the head drop down. This is readily overlooked, 
but readily verified by finding a groove below the acromion 
to the outer side, often visible, always easily felt. 

If nothing is done, the condition passes on to one of help- 
lessness and stiffness, at first glance not unlike that of' sub- 
deltoid bursitis, particularly like the form complicated with 
supraspinatus rupture. 

Treatment, after recognition of the fact, consists of early 
massage, and, just as soon as the main damage makes it 
practicable, exchange of traction for support, and effective 
support, of the whole arm. Unless too long a time has 
elapsed, such support with massage, gives a prompt result— 
relatively, 


Resection of the Knee (Note sur L’Evolution de La 
Resection du Genou). G. Pascauis. La Presse Medi- 
cale, August 27, 1921. 

The author has had occasion to examine a large number 
of cases with resection of the knee and has especially noted 
those with poor results—non-consolidations and consolida- 
tions in a poor attitude. The factors favoring or working 
against a successful ultimate outcome he discusses in full. 

Hyperextension is not the ideal method of fixation for a 
resected knee—genu recurvatum is very apt to occur. For 
complete fixation of the resected parts any number of ap- 
paratuses can be used. Training to walk without sparing 
the resected joint too much is very important—every artic- 
ulation of the foot should be brought into play intentionally, 
the patient rising to his toes at each step. The resulting 
shortening deformity should not be corrected ‘too quickly, 
since the pelvis and spine will compensate’ to a great extent 
and even minimize the deformity by the dipping of the nel- 
vis. The author prefers a good amputation to a very radical 
unlimited resection, contrary to the opinion of many sur- 
geons. 


Sclerosing Non-suppurative Osteomyelitis as De- 
scribed by Garré: Report of Case, with Roentgeno- 
graphic and Pathologic Findings and Review of 
the Literature. S. Fospick Jones, Denver, Col. 
Journal of the A. M. A., September 24, 1921. 

Interest in the case cited by Jones, centers in (1) the 
rarity of the disease; (2) the unusually long period of the 
acute symptoms, manifested by pain and swelling of the 
soft parts; (3) the character of the fusiform osseous en- 
largement, resembling a sarcomatous bone, and (4) the 
pathologic findings from specimens made at the time of 
operation. The boy was 9 years of age, The disease had 
been of thirteen months’ duration. 


Fractures of the Lower Third of Tibia and Fibula... A. 
D. Larerte, Detroit. Journal of the Michigan State 
Medical Society, October, 1921. 

Where both bones of the leg are fractured in the lower 
third, the fracture of the tibia is usually oblique and the 
lower fragment displaces posteriorly and externally, and 
even though we are able to obtain a reduction, it is almost 
impossible to hold it with the usual splints or plaster cast. 
for the reason that the obliquity of the tibial fracture offers 
little resistance to the displacement consequent to the muscle 
contraction. 

To prevent this muscle contraction we must apply exten- 
sion. The fracture is so low that it is impossible to obtain 
enough skin surface for the usual application of adhesive 
tape or glue, and even though we could attach extension in 
this manner, it would not remain secure long enough to hold 
the fragments in place, because it is a remarkable fact that 
union in this area is more indolent than in any other part 
of the body, due probably, to the lack of soft parts over the 
tibia. 

In order, therefore, to present a surface sufficient for the 
traction, apply a plaster boot extending from the toes to 
the fracture line. First apply two pieces of felt, one-fourth 
inch in thickness; one over the dorsum of the foot extend- 
ing from fracture line to toes and broad enough to cover 
both malleoli; the other, on the back, extending from frac- 
ture line to heel, this being wide enough to overlap the 
former, thus giving two thicknesses of felt over each 
malleolus. These pads may be covered with a few layers 


of flannel bandages, over which the plaster is applied, and 
so moulded as to fit quite snugly above the ankle and rather 
free over dorsum and heel. When the plaster is sufficiently 
dry, a heavy piece of cotton bandage is looped about the 
boot in such a manner that the ends, which will be used for 
traction, will be given off one from the neighborhood of 
either malleolus) A Thomas splint is now applied which 
has been bent to about 135° angle at the knee, thus relaxing 
the tendo-Achilles, easier traction and consequently easier 
replacement of the fragments being obtanied. The traction 
is applied in the usual manner, quite tight, but not extreme. 

After about three days the muscle spasm will have been 
overcome and it will be well to check up with the +-ray. 
If adjustment is necessary it is easily accomplished by 
changing the line of pull. Thus, if the lower fragment is 
still posterior, move the traction bands forward, causing 
hyperextension of the ankle and consequent forward move- 
ment of the lower fragment. Conversely, if the lower frag- 
ment be anterior, move the hands backward causing flexion. 
If there be lateral displacement, tighten the traction band 
on the side to which you wish the fragment to move. 

If the lateral displacement is extreme it is easily cor- 
rected by passing a band around the leg over the fragment 
to be moved, and tightening it about the lateral bar of the 
splint, 

The boot and splint are used until such time that manip- 
ulation no longer elicits any mobility of the fragment. Up- 
on removal, however, one will find that bending is quite easy. 
Nevertheless, the union is solid enough to prevent displace- 
ment and the usual plaster cast may now be applied. 

The time necessary for the use of the boot and splint will 
generally be from six to eight weeks, while another four 
to six weeks in a cast is indicated before any weight-bear- 
ing it to be attempted. (Fractures in the upper and middle 
bse of the tibia will become united in about half this 
time. 


Report of a Case of Hepatoduodenostomy with Some 
Observaticns on the Lyon-Meltzer Method of 
Biliary Drainage. ArtHur D. Dunn and Kari 
CoNNELL, Omaha, Neb. Journal of the A. M. A., Octo- 
ber I, 1921. 

This is an interesting report of the unique case of a woman 
who had had her gall-bladder removed, with destruction of 
the common bile duct, upon whom numerous operations, 
finally successful, were performed to drain abscesses beneath 
the liver and to reestablish bile flow from the liver to the 
duodenum. 

Several attempts were made to reach the hepatic ducts, 
but each time on dissecting beneath the liver, the patient 
became moribund, necessitating artificial respiration by 
oxygen insufflation and cardiac massage, followed by intra- 
venous digitalis and glucose medication. Each attempt re- 
sulted only in reestablishing bile drainage from the denuded 
liver edge. A few days after the last of these efforts, the 
field beneath the liver was freed and packed with petrolatum 
gauze preparatory to an attempt at hepatoduodenostomy. 
Six days later, after hard search, a shrunken hepatic duct 
was found to the right of the incisura of the liver. The duct 
was slit longitudinally to a distance of one-half inch, and a 
tongue of duodenal mucosa was anastomosed to duct mucosa 
three-fourths the way around the slit, which was spread and 
held open by suture to Glisson’s capsule. The hole in the 
duodenum from which the tongue was lifted was then sutured 
to a catch basin about 1 inch in diameter, to the under sur- 
face of the liver, completing a hepatoduodenostomy after the 
Mayo method. This anastomosis was completely successful 
in reestablishing bile flow. Bile appeared in three days, and 
the anastomosis has continued to function up to the present, 
five months later. In dissecting free the duodenum, a fistula 
was established for duodenal feeding, of which incidental 
use has been made for studies in biliary secretion. 

' This case afforded opportunity to test the value of Lyon’s 

deductions concerning the significance of “A”, “B” and 

“C” bile, as drawn from the duodenum after magnesium 

sulphate instillation Dunn and Connell conclude: 

Experiments carried out on a patient without gall-bladder 
or common duct have shown that the assumption is not 
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necessarily true that the B, or dark, viscid fraction of the 
A, B, C magnesium sulphate bile sequence represents gall- 
bladder bile, and that localizing disease of the biliary tract 
on evidence afforded by the Lyon-Meltzer method of bile 
segregation is not justified. These observations indicate 
that the A, B, C bile flow sequences obtained in the case 
studied were due to the reaction of the liver to the presence 
of magnesium in the portal blood. 


The Prevention of Simple Goiter in Man. Davin Ma- 
RINE, New York, and O. P. Kimsatt, Cleveland. 
Journal of the A. M. A., October 1, 1921. 


The ultimate cause of simple goiter is totally un- 
known notwithstanding a relatively large amount of study. 
The immediate cause is a lack of iodin. The enlargement, 
therefore, is a symptom and may result from any factor 
which increases the iodin needs of the organism, as in cer- 
tain types of infection, or which interferes with the normal 
ultilization of iodin; or it may result from actual experi- 
mental deprivation of iodin. After consideration of all the 
various substances, agents and theories that have been put 
forward as having a role in the etiology of goiter, Marine 
and Kimball state that at present we must fall back on the 
view that thyroid hyperplasia (goiter) is a compensatory re- 
action arising in the course of a metabolic disturbance and 
immediately depending on a relative or an absolute de- 
ficiency of iodin. No accomplishment in preventive medi- 
cine has a firmer. physiologic and chemical foundation than 
that underlying goiter prevention. As the work of preven- 
tion is based on certain of these facts, the more important 
are reviewed by the authors. A milligram of iodin, given 
at weekly intervals, has been found sufficient to prevent thy- 
roid hyperplasia in pups. If the iodin stored in the thyroid 
is maintained above 0.1 per cent., no hyperplastic changes, 
and therefore no goiter, can develop. The method as ap- 
plied to man consists in the administration of 2 gm. of 
sodium iodid in 0.2 gm. doses, distributed over a period of 
two weeks, and repeated each autumn and spring. This 
amount of iodin is excessive, and far beyond the needs of 
the individual or of the ability of the thyroid to utilize and 
store it. One gram distributed over a longer period would 
be better. The form or mode of administration of iodin 
is of little consequence. The important thing is that iodin 
for thyroid effects should be given in exceedingly small 
amounts, and it is believed that most of the untoward effects 
recorded are due to the excessive doses employed, or, more 
concretely, to the abuse of iodin. The results of their two 
and one half years’ observations on school girls in Akron 
_ are as follows: Of 2,190 pupils taking 2 gm. of sodium iodid 
twice yearly, only five have developed enlargement of the 
thyroid; while of 2,305 pupils not taking the prophylactic, 
495 have developed thyroid enlargement. Of 1,182 pupils 
with thyroid enlargement at the first examination who took 
the prophylactic, 773 thyroids have decreased in size; while 
of 1,048 pupils with thyroid enlargement at the first examina- 
tion who’ did not take the prophylactic, 145 thyroids have 
decreased in size. These figures demonstrate in a striking 
manner both the preventive and the curative effects. The 
dangers of giving iodin, in the amounts indicated, to children 
and adolescents are negligible. 


Dispersion of Bullet Energy in Relation to Wound 
Effects. Cor. Louis B. Witson. The Military Sur- 
geon, September, 1921. 

The chief interest centers around the missiles of high ve- 

locity. Our experience with these missils is almost all with- 

in the last fifty years. Such missiles as spears produce their 
fatal effect by hemorrhage. With the substitution in cart- 
ridges, first with the paper patches around lead bullets, and 
later with the discovery of smokeless powder and the intro- 
duction of nickel, low-carbon steel or bronze jacketed bul- 
lets, the rifle tube could be kept free of lead and powder 
residue. Calibers could be reduced and velocities increased 

to about 2000 f, s. 

If a tomato can is filled with small marbles and a high 

velocity bullet is fired through it, the marbles will make 

dents in the can. If a can be filled with sand, and a similar 
bullet be directed through it, the exit hole would be big 


enough to admit two or three fingers. If a can be filled 

with water and a bullet be fired through it, the exit side 

of the can will be torn out. Similarly, in bones struck by 

missiles of the same velocity, portions of bone of high 

density show less local scattering than those of lower 

density, the shafts of long bones less than those of the: head. 
The writer’s experiments are well illustrated. 


Phantasies of the Dying. J. NorMAN GLalIstTER, London. 
Lancet, August 6, 1921. 


Death should be looked on as a normal natural process, like 
birth, and should not be dealt with as something inevitable 
and undesirable when coming at a proper age. The mental 
state of a dying person is frequently caused by their physical 
disease. 

The inoperable cancer case, considering the usual physical 
pain of his disease during his wakeful hours, will have his 
dreams filled with dying during sleep. The instinct to ac- 
cept death steadily grows stronger and he sinks into lonely 
phantasies as those about him refuse to consider, in his pres- 
ence, the nearness of death. 


The role of the doctor is to treat symptoms, to prolong 


life as far as possible and to relieve physical pain by mor- 
phine, thus thrusting him out from the company of living 
minds. The method advocated by the writer aims at pro- 
viding human companionship up to the last moment of con- 
sciousness. It relieves fear by showing the desire to share 
the patient’s dreams and phantasies and to accompany him 
as far as possible on his road. 

An immense amount of skilled effort is directed towards 
the extirpation of malignant disease, to the great advantage 
of those patients who are cured as a result; but unhappily 
most of those attacked remain uncured, and to these we seem 
to be able to offer comparatively little that is of value to 
them. Has not the time arrived for a broad re-survey of 
the whole treatment of the inoperable cancer case? Opera- 
tive procedures of great value for the prolongation of life 
and the relief of discomfort have of late been described, 
hut in very many cases the patient cannot be given the bene- 
fit of such treatment because it is considered necessary to 
maintain the fiction that there is no question of cancer, or 
alternatively that the growth has been permanently disposed 
of by a previous operation. When cancer has been diag- 
nosed the facts in their least painful guise ought to be laid 
before the patient, and this may be a mental operation of 
considerable difficulty. The patient and his medical atten- 
dant can then discuss adequately their plans for extirpating 
the disease, or failing that for making the best possible use 
of the remainder of life, with all the help that the surgeon, 
the radiologist, and the psychologist can give. 


Aseptic Nephro-Ureterectomy. Epwin Beer, New York. 
Journal of the A. M. A., October 8, 1921. 


The patient is placed in the usual lateral position and the 
kidney is exposed as in an ordinary nephrectomy. The 
ureter and pelvis are carefully freed from the vascular ped- 
icle, which is securely tied. Then the ureter is bluntly freed 
(care being taken to avoid tearing the peritoneum) as far 
down as the fingers can reach. This is usually possible as 
far as the level of the crossing of the large iliac vessels: 
at times the dissection may reach even lower. In this dis- 
section, the kidney may be dislocated to the upper recess in 
the depth of the wound, or it may be brought out of the 
wound altogether, to produce tension on the ureter and fa- 
cilitate the dissection. The level of the iliac vessels having 
been reached, a long and heavy silk traction ligature is 
placed on the exposed lower ureter in the depth of the 
wound. If the kidney has been delivered, it is replaced in the 
wound and the wound is protected with pads while the pa- 
tient is lowered from the kidney bridge, the silk traction 
ligature being brought out over the patient’s abdomen so 
that, during the next step of the operation, it is ready to 
serve the operator in the rapid identification of the pelvic 
ureter. Then the patient is turned almost on his back, and 
a small incision, along the outer border of the rectus muscle 
through its sheath, as for an extraperitoneal ureterolitho- 
tomy, is made. By intermittent traction on the heavy silk 


| 
A | 
4 
P 
P 
u 
fi 
+ 
ci 
su 
. 
ch 
f 
0 
th 
us 
iui 
j 
ne 
tes 
: 
hi 
pr 


VoL. XXXV, No. 11. 


Boox REvIEws. 


. AMERICAN 
JourNAL oF SuRGERY. 363 


ligature, the ureter is rapidly recognized and freed from 
its extraperitoneal bed down to the bladder, where, between 
two ligatures, it is severed either with a cautery or with a 
phenolized knife; then, by further traction on the silk liga- 
ture, the freed ureter is delivered from the lumbar wound 
with the kidney attached, the upper ureteral channels re- 
maining completely closed throughout the operation. The 
small anterior incision is rapidly closed in layers with a 
small rubber dam drain in the lower angle. Having pro- 
tected this second incision with gauze dressings, the patient 
is again rolled on his side, the kidney wound inspected to 
be sure that there is no oozing, and the lumbar wound 
closed in layers with tube or dam drainage, as indications 
suggest. 

This whole procedure is remarkably simple. The ease 
with which the ureter is located in the lower incision by in- 
termittent traction on the heavy silk ligature applied through 
the lumbar wound allows the operator to execute this step 
with rapidity and without any great difficulty, so that prac- 
tically no additional risk is run by the patient. The extra- 
peritoneal anterior incision along the outer border of the 
rectus through its sheath, is a practically bloodless approach 
and is very quickly executed. By the technic described, the 
whole supravesical tract is removed unopened, and no 
chance of contamination of the retroperitoneal spaces is 
possible. 


Surgical Aspects of Abdominal Tuberculosis in 
Children. W. E. Lapp, Boston, Mass. Boston Medical 
and Surgical Journal, September 15, 192T. 

Tuberculosis, abdominal in character, is as frequent in the 
first year of life as in any year up to twelve years. Raw 
milk is not a more frequent source of infection than any of 
its products. Most cases come through the intestinal tract. 
Although the disease is more or less chronic, the symptoms 
for which these children seek relief are in most cases acute 
and recurrent. From a study of all types of cases—a survey 
extending over a number of years—the writer, in summing 
up states that: 

The diagnosis of primary abdominal tuberculosis in chil- 
dren is often difficult. 

The variety of its types of manifestation had led to con- 
fusion in its treatment. 

Hygiene, diet and out-door life is the foundation of all 
treatment. 

In the stage of localized mesenteric adenitis, surgical in- 
cision is logical, successful, and probably prevents the other 
stages developing. 

In the ascitic stage laparotomy with evacuation of fluid 
is to be recommended when the patient fails to respond to 
medical treatment after a reasonable length of time. 

The prognosis in the extensive adhesive stage is poor with 
any treatment and operation is resorted to only for the hope 
of relieving obstruction, in which it has been occasionally 
successful. 


Cancer. Joun E. Tarzot, Worcester, Mass. Boston Med- 
ical and Surgical Journal, September 15, 1921. 

A race that eats very hot rice suffers from cancer of the 
esophagus. Another race whose custom it is to wear a 
charcoal stove against the abdomen, suffers from cancer 
of the abdominal wall. In our own race we find labial 
epithelioma common among clay pipe smokers. From these 
three facts the author advances the theory that cancer is 
usually preceded by chronic irritation, if not caused by it. 
In chronic irritation there is a death of the surface epithel- 
ium taking place more rapidly than normally occurs; like- 
wise there is abnormal activity of the germ cells. This is 
due to trophic nerve control of the germ cells. This trophic 
nerve control is in all probability one of the functions of 
the sympathetic nerve. The degree of malignancy of cancer 
may be attributed to the age of the individual and the po- 
tential power of the tissue involved. In youth there is a 
high degree of power of reproduction necessary for the de- 
velopment of all tissues. In old age the power is diminished 
as is the control of the trophic nervous system over cell- 
production—hence the frequent incidence of trophic ulcers 
in the aged and insane. 


Conditions Predisposing to Hemorrhage in Tonsil 
Operations, Contraindications to Operation and 
Prophylactic Measures. Joun F. O’Mattey, London. 
The British Medical Journal, September 17, 192I. 

This is a study of sixteen hundred cases seen during 1912 
and 1913. The operation was complete tonsillectomy with 
the author’s guillotine. Profuse hemorrhage is more fre- 
quent in adults and men lose more blood than women. Short- 
necked people bleed more freely than others. Females 
bleed more freely if operated upon during menstruation. 

Hemophilia, tonsillar fibrosis, suppuration, arteriosclerosis, 

aneurism, exophthalmic goiter, suprarenal, pituitary and 

heart disease are all factors favoring hemorrhage—and 
should be taken into consideration ‘as contraindications to 
operation. 

Calcium lactate, horse serum, human blood’ serum, hemo- 
plastin, coagulose, adrenalin and pituitrin are all remedies 
to be tried. 


Hydatiform Mole, Chorio-epithelioma and Ovarian 
Lutein Cysts—Etiology. Clinical Aspects and 
Operative Reports (La Mole Hydatiforme, Le Chorio- 
épithéliome ct Les Kystes Luteiniques dé. L’Ovaire). 
Jean Cortrarorpa, Marseilles. Gynécologie et Obstet- 
rigue, August, 1921. 

The author has quite exhaustively surveyed the literature 
in reference to his subject and in addition has compiled 54 
cases since 1913 in Which there is good evidence that a 
hydatidiform mole had become transformed into a chorio- 
epithelioma. In 50% of cases on record hydatidiform mole 
preceded chorio-epithelioma, 

Bilateral lutein cysts have been found in 59 per cent. of 
cases of mole and in 9.4 per cent. of cases of chorio-epithe- 
lioma, demonstrating therefore the close relationship of 
lutein cysts with mole and chorio-epithelioma. It is certain 
that in 9 per cent. of all mole cases there is a degeneration 
to chorio-epithelioma; it is therefore logical to assume that 
in the presence of lutien cysts in the ovaries, impending 


“malignant degeneration should be suspected and a pan- 


hysterectomy be performed during the month after the ex- 
pulsion of the mole unless the cysts show marked retro- 
gression. In the cases of moles without the presence of 
these ovarian lutein cysts, curettage will usually suffice, but 
keeping the patient under careful watch is important. Hy- 
sterectomy should be performed at once if hemorrhage oc- 
curs or if cysts develop in the ovaries. A very complete 
bibliography follows the article. 


Torsion of the Fallopian Tube in the Eighth Month of 
Pregnancy. (Jsolierte Stieldrehung der Tube in 
achten Schwangerschaftsmonat). A. H. HorMann, 
Zentralblatt fiir ologie, August 20, 1921. 


A woman of 27 became suddenly ill with abdominak pain 
and vomiting, A tumor in the cecal region was found, a 
diagnosis of appendicitis made. At operation the . right 
tube was found twisted 360°. It formed a cyanotic tumor 
the size of a goose egg. The ovary was normal. Ablation, 
recovery. 


Book Reviews 


Essays on Surgical Subjects. By Sir BerKketey Moyni- 
HAN, K.C.M.G., C.B., Leeds, England. Octavo; 253 
pages; illustrated. Philadelphia and London: W, B. 
SAUNDERS Co., 1921. 


This collection of essays by the famous English surgeon 
consists of nine addresses and articles that have been pub- 
lished in various medical magazines within the past decade: 
The Murphy Memorial Oration before the American Col- 
lege of Surgeons; The Ritual of a Surgical Operation; The 
Diagnosis and Treatment of Chronic Gastric Ulcer; Dis- 
appointments after Gastro-Enterostomy; Intestinal Stasis; 
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Acute Emergencies of Abdominal Disease; The Gifts. of 
Surgery to Medicine; The Surgery of the Chest in Rela- 
tion to Retained Projectiles; and The Most Gentle Profes- 
sion, an address to nurses. 


The Oxford Medicine. By Various Authors. Edited by 
Henry A. Curist1an, A.M., M.D., Hersey Professor 
of the Theory and Practice of Physic, Harvard Uni- 
versity; Physician-in-Chief to the Peter Bent Brigham 
Hospital, Boston, Mass., and Sir JAMES MACKENZIE, 
M.D., F.R.C.P., LL.D., F.R.S., Consulting Physi- 
cian to the London Hospital, and Director of the Clin- 
ical Institute, St. Andrews, Scotland. In Six Volumes, 

._ Volume IV.. Diseases of Lymphatic Tissue, Metabol- 
ism, Locomotory Apparatus, Industrial Disease and In- 
fectious Diseases. Imperial octavo; 938 pages; illus- 
trated. New York, London, Toronto, Melbourne, 
Bombay: Oxrorp University Press, 1921. 


As this volume contains thirty chapters, a summary criti- 
cism of each, as in reviews of the earlier volumes of this 
loose-leaf system is scarcely practicable. It reveals many 
of the virtues and some of the defects of the previous vol- 
umes. The opening chapter on “Hodgkin’s Disease” by 
Longcope and McAlpin is all that can be desired. The 
discussion of the “thymus and status thymicolymphaticus” 
by Riesman, in nine pages, is fairly well done. The next 
chapter on “Disease of the Spleen,” by Sailer, is painfully 
inadequate because limited to 26 pages; why so small a 
space should have been allotted to such a vast subject passes 
our comprehension. We trust that some of the more im- 
portant diseases of this organ will be discussed more ade- 
quately in succeeding volumes. The chapter on “Gout,” 
by Allbutt in collaboration with Hopkins and Wolf, is a 
great joy. Such scholarship, such ripe observation, such 
clinical acumen! And all wrapped in that charming eight- 
eenth century prose of which Sir Clifford is a master. Such 
prose is the delight and the despair of medical writers. 
“Diabetes Mellitus” by Joslin, is of course an able bit of 
work. Howard contributes five chapters on “Obesity”, 
“Hemochromatosis”, “Ochronosis”, “Rickets”, and “Scur- 
vy”, all of which are well written. We recommened espec- 
ially the chapters on “Diseases of the Muscles” by Steiner, 
“Arthritis Deformans” by McCue, “Diseases of the Bones” 
by Locke, “Industrial Toxicology” by Alice Hamilton and 
“Typhoid Fever” by Miller. The remainder of the book 
consists of chapters on the infectious fevers and is satis- 
factory in every way. 4 


The Surgical Clinics of North America. June, 1921. 
Volume 1, Number 3. Boston Number. Octavo; 346 
pages; illustrated. Philadelphia and London: W. B. 
SAUNDERS COMPANY, 

Like the two preceding issues of this first volume, this 
one is a good number. The clinics cover a great variety of 
surgical subjects, by many of Boston’s best-known surgeons, 
well edited and well illustrated. 


Practical Chemical Analysis of Blood. By Victor CaryL 
. Myers, M.A., Pu.D., Professor of Pathological Chem- 
istry in the New York Post-Graduate Medical School 
and Hospital. Duodecimo; 121 pages; illustrated. St. 
Louis: C. V. Mossy Company, 1921. 


The book affords a brief résumé of the newer chemical 
analysis of the blood. In separate chapters Myers deals 
with non-protein and urea nitrogen, uric acid, creatinine. 
blood sugar, carbon-dioxide-combining power, cholesterol 
and chlorides. An appendix contains a practical discussion 
of reports on chemical analysis of the blood, the estimation 
of total solids and total nitrogen, the phenolsulphonepthalein 
test and simple methods of estimating the various chemical 
ingredients of the blood. Myers’ discussion is practical 
and sound. Naturally, his own extensive and valuable work 
in this field forms a good portion of the text. In order 
not to confuse the reader, only one method for the determi- 
nation of the above substances is set forth; this method, 
in Myers’ opinion, is the most serviceable. On the whole, 


the book can be recommended as a very practical guide 
upon the subject. - 


Progressive Medicine. A Quarterly Digest. Edited by 
Hosart Amory Hare, M.D.. Professor of Therapeu- 
tics, Materia Medica and Diagnosis in the Jefferson 
Medical College, Philadelphia; Physician to the Jeffer- 
son Medical College Hospital. etc. Assisted by Leicu- 
ToN F. AppteMAN, M.D., Instructor in Therapeutics, 
Jefferson Medical College, Philadelphia; Ophthalmolo- 
gist to the Frederick Douglass Memorial Hospital and 
to the Burd School, Etc. Volume IT. Octavo; 339 
pages; illustrated. Philadelphia and New York. Lez 
& FEsIGER, 1921. 


Coley opens the second volume of Progressive Medicine 
with a very valuable résumé of the year’s progress in the 
management of hernia. Particularly worth while are the 
criticisms of Stettin’s operation and the discussion of post- 
operative ventral hernia. 

Wilensky covers the subject of the Surgery of the Abdo- 
men with great carefulness, giving the abstracts and anno- 
tations on more than five hundred articles. The part which 
stands out particularly is a discussion of end-results of sur- 
gery as viewed from the standpoint of functional recovery, 
as opposed to the anatomic restoration. The portions de- 
voted to shock, anesthesia, and pneumo-peritoneum reflect 
the greatest progress of the year. 

The section on gynecology by Clark lays considerable 
stress upon the education of the laity concerning cancer. 
As is natural, a large amount of space is given to the dis- 
cussion of radium in the treatment of carcinoma of the 
uterus, and the relative advantages of radium and x-ray in 
the management of myomata. Rubin’s method of testing 
the patency of Fallopian tubes is given in extenso. 

E. H. Funk presents a splendid compilation of the disor- 
ders of nutrition and metabolism, the diseases of the glands 
of internal secretion, and of the blood and spleen. He points 
out the principles of Von Pirquet’s method of feeding in 
terms of “nems.” The discussion of vitamines and of the 
various theories of causation of pellagra and scurvy is ade- 


‘quate in general. There is a conservatism that is commend- 


able in the selection of articles treating of basal metabolism 
and the various endocrine disorders. Among blood diseases 
particular attention is devoted to pernicious anemia and 
leukemia, 

The closing chapter on Ophthalmology by Charles is brief, 
but contains little evidencing marked progress in this branch 
of medicine. 


Mental Hospital Manual. By Joun MacArruvr, 
M.R.C.S., Senior Assistant Medical Officer, London 
County Mental Hospital, Colney Hatch; Lecturer on 
Mental Diseases to the Northeast London Post-Gradu- 
ate College. Duodecimo; 215 pages. London: HENry 
Frowpe and Hopper & STOUGHTON, 1921. 


A simply written, useful manual of directions concerning 
the treatment of the mentally afflicted in institutions. It 
contains copies of the blanks and records employed under 
the English law. The general plan outlined is of practical 
service for a medical officer gaining his first experience in 
the management of the insane. 


A Treatise on Cataract, By Donan T. Atkinson, M.D., 
Fellow of the American Academy of Ophthalmology 
and Oto-laryngology; Life Member of the American 
Medical Association of Vienna; Member of the Amer- 
ican Medical, the Southern Medical, The National 
Tuberculosis and the American Social Hygiene Associ- 
ations, etc. Octavo; 150 pages; illustrated. New 
York: THe Vaim-Battou Company, 1921. 


This book is a well-illustrated but very incomplete and 
unsatisfactory review of the literature on cataract. It 
doesn’t add anything to the subject and several of the state- 
ments in it are generally not accepted. 
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